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ABSTRACT
An overview of existing research shows that dually diagnosed individuals present a 
unique and complex challenge for family members and the professionals who work with 
them.
This exploratory study examined the impact on and family perceptions of the dual 
disorders as well as their treatment experience. Face to face interviews were conducted 
with ten parents who were selected from a treatment facility on the basis of specific 
criteria mainly, parents of a dually diagnosed adolescent recently having been or currently 
in treatment. Selections were also based on availability and willingness to participate.
Grounded theory techniques were used to analyze the data. Three themes emerged 
from the data: 1) coming to terms with illness, 2) issues for future of adolescents, and 3) 
perceptions of treatment experience.
The findings of this research provide information for social workers working with 
dual diagnoses. In addition, the findings of this research will provide background 
information for future research on parents' perceptions of dual diagnosis. It is hoped that 
the findings from this study will assist not only professionals, but also family and friends 
of the dually diagnosed individual.
x
CHAPTER I
INTRODUCTION
Statement of the Problem
Families are seriously affected when a member of the family has a dual diagnosis 
of chemical dependency coexisting with a mental illness. Although, it is difficult enough 
when a child has chemical dependency or mental illness, it is even more difficult when a 
child has both of these (Daley & Sinberg, 1989). Furthermore each disorder is unique 
with a variety of causes, symptoms, and treatment. This increases the complexity of 
causes, symptoms, and treatment.
Dual disorders are more complex and complicated than single disorders for a 
variety of reasons. The symptoms of one disorder may exacerbate or conceal the 
symptoms of the other disorder. Also, people may have more than two disorders, 
possibly three or more concurrent conditions which increase complexity. This not only 
creates difficulty for the family, but it also creates difficulty for the professionals who 
work with them. According to Daley, Moss, & Campbell (1993) treating people who 
have dual disorders is one of the toughest challenges a mental health professional will 
face. Services are designed and clinicians trained to address only one of these two 
conditions.
1
2Since treatment of people with dual disorders is such a challenge, it is important 
to understand all aspects of dual disorders including the impact on and family perceptions 
of the dual disorders.
The complexity of dual diagnosis makes it difficult for families to understand the 
illnesses. One reason is that observable symptoms are mainly behavioral rather than 
traditional medical symptoms. According to Daley & Sinberg (1989) there may be 
physical problems, however most symptoms show up in how people behave. Daley & 
Sinberg (1989) point out that to complicate matters further, many people believe that 
people can control their behavior.
Despite the complexity of dual disorders and perhaps because of its complexity, 
few studies address dual diagnosis, and even fewer studies address dual diagnosis from 
the perceptions of the family.
Purpose of the Research
The purpose of this study was to obtain information from parents of dually 
diagnosed adolescents to better understand the parents' perceptions, understanding, and 
interpretations of their experiences with the illness. Particularly, parents' reactions and 
the process with which they attempted to come to terms with the illnesses, were explored.
This was an exploratory study designed to gather information from parents of 
dually diagnosed adolescents utilizing a semi-structured interview technique. The 
interviews examined parents' understandings and meanings attributed to their experience 
with their dually diagnosed family member.
3Research Implications
In particular, this study may benefit human service providers who work with 
dually diagnosed individuals because it will identify issues beyond chemical dependency 
or mental illness, to include their families.
This study will be of benefit to social workers, who work with families of a 
dually diagnosed individual. It will provide them with information regarding coping 
mechanisms, reactions, and impact from the perspective of families with a dually 
diagnosed individual. It is my hope that this study can be expanded upon and this body 
of knowledge will continually grow.
CHAPTER H
REVIEW OF LITERATURE
This chapter presents a literature review on family perceptions and responses to 
mental illness and chemical dependency and its impact on their lives.
The first part of the review defines dual diagnosis, discusses prevalence, and 
addresses confusion among professionals regarding dual diagnosis. It also addresses the 
theoretical frameworks of family systems theory, family stress theory, and includes 
studies of coping and family stress.
The second half of the literature review addresses adolescence and dual diagnosis. 
This section also includes studies concerning the perceptions of families of substance 
abusers, the impact of mental illness on family members, and the effects of dual 
diagnosis on the family.
Definition
The DSM-IV defines a mental disorder as a clinically significant behavioral or 
psychological syndrome or pattern that occurs in an individual and that is typically 
associated with a painful symptom (distress) or impairment in one or more important 
areas of functioning (disability). There is an inference that there is a behavioral, 
psychological, or biological dysfunction (American Psychiatric Association; Diagnostic 
and Statistical Manual of Mental Disorder, 1994).
4
5The DSM-IV defines psychoactive substance abuse as a maladaptive pattern of 
use not meeting criterion for dependency that has persisted for at least one month or has 
occurred repeatedly over a long time period. An individual's use is maladaptive when the 
use causes or exacerbates a physical, psychological, social, or occupation problem or 
when there is repeated use in situations that may be physically hazardous. Key features 
of psychoactive substance dependency are continued use despite negative consequences 
and loss of control (DSM-IV. 1994).
Miller (1994) defined dual diagnosis as two or more independent disorders 
existing in the same individual. Terminology regarding the term "dual diagnosis" is not 
standardized in the fields of mental health and substance abuse. Researchers and 
clinicians have used the term "dual diagnosis" in reference to an array of co-occurring 
health and behavior problems, for instance professionals used the term to refer to persons 
who were mentally retarded or developmentally disabled and who also had a psychiatric 
disorder (Evans & Sullivan, 1990). More recently this term is used to refer to persons 
with a chemical abuse problem coupled with psychiatric disorder.
Other terms used to describe these coexisting disorders include "dual diagnosed 
substance abusers" (DDSA's) or "psychiatrically severe substance abusers" (Laporte, 
McClellan, & O’Brien, 1981). These people have also been referred to as "psychiatrically 
ill substance abusers" (PISA's). Gregorius and Smith (1991) used the term "mentally ill 
chemical abusers" (MICA's). All of these terms are used to describe dual diagnosis. 
Which adjective comes first depends more on the nature of the agency than upon the
6etiology of their disorders, their chronological relationship, or their severity (Sheehan, 
1993).
While Scott (1966) recognized dual diagnoses years ago, having written in 1966 
on alcoholics with schizophrenia, dual diagnosis has been given attention only fairly 
recently. The literature in the mental health and substance abuse fields suggests that a 
growing number of clients seem to fit the criteria for both mental health and substance 
abuse categories.
Prevalence
Hazelden (1993) estimated that 3 of 10 people with substance abuse problems 
have an underlying mood or anxiety disorder as well. The Alcohol Drug Abuse and 
Mental Health Administration estimated that at least 50 percent of the 1.5 million to 2 
million Americans with severe mental illness also abuse alcohol or illicit drugs (Daley, 
Moss, & Campbell, 1993). The Epidemiological Catchment Area (ECA) survey of 
20,000 adults in the U.S. (conducted by the National Institute of Mental Health) found 
that 29 percent of individuals with mental disorders had a lifetime diagnosis of a 
substance abuse disorder (Reiger et al., 1990).
Numerous other studies have documented the extent of this phenomenon, with 
varying results. A substantial portion of chronically mentally ill clients appear to have 
some kind of substance abuse problem (Bauer, 1987; Crowe, Rosse, Sheridan, & 
Deutsch, 1991; Kay, Kalathara, & Meinzer, 1989). Prevalence rates of substance abusers 
among the chronically mentally ill range from 20% to 50% (Bauer, 1987). In a study of 
187 mentally ill clients, Drake and Wallach (1989) found that 33% had coexisting
7substance abuse diagnoses. Crowe, Ross, Sheridan, & Deutsch (1991) studied 113 
admissions to a psychiatric Veterans Affairs hospital and found 61% to have some kind 
of substance abuse problem.
Confusion
The major confusion involving dual disorders seems to be around treatment and 
diagnosis of the disorders. Disagreement between professionals seem to be due to 
differences in treatment philosophies, for example, which diagnosis is primary- mental 
illness or chemical dependency. Professionals may further disagree whether one disorder 
should be treated first, or the two disorders should be treated separately or together.
These differences of opinion seem to have varying degrees of impact on families since 
parents may have their own philosophies regarding these issues.
Some professionals believe that mental illness is primary and chemical 
dependency is secondary and/or a form of self-medication to cope with the mental 
illness, for example drinking to cope with the depression. Others professionals believe 
that the chemical dependency is primary and the mental illness is symptomatic of the 
chemical dependency, for example, they believe that drinking caused the depression.
According to Miller (1994) the above philosophies are not indicative of true dual 
disorders which exist independently. Independent means that each disorder has a life of 
its own and is not dependent on the other for its cause or continuation. Miller also does 
not believe that a mental illness can cause chemical dependency. Rather mental illness 
may influence the individual's ability to accept treatment for them.
8Miller (1994) believes that chemical dependency can cause psychiatric symptoms 
that look like mental illness. This implies that the chemical dependency must be kept 
independent in order to avoid misdiagnosis and mistreatment.
These differences of opinion among professionals, seem to be dictated by the 
professional's training and comfort with a certain disorder. For example, psychiatrists 
often viewed the mental illness as primary or most pervasive disorder and therefore 
treated the mental illness first or exclusively.
In my opinion, it does not matter which disorder came first, the chemical 
dependency or the mental illness. It is important however, to note that discrepancies exist 
among professional approaches, definition of the problem, and how to treat it. This 
impacts the experiences and perceptions of the family.
Family Systems Theory
Most models of family functioning, especially those based on general systems 
theory (Bateson, 1978; von Bertalanffy, 1968) and the cybernetic paradigm (Hoffman, 
1971, 1981; Jackson, 1957), share common characteristics and ways of describing 
functional and dysfunctional family systems. These approaches can help to understand 
how the family system influences and is influenced by the onset of illness and how the 
family can be involved in the recovery process.
Basic principles of family systems theory are relevant to this study because they 
are the foundation of the theoretical framework to be used. A family systems model may 
be used to describe how families and family members are affected by a chronic illness 
such as dual diagnosis (Zarski, DePompei, West, & Hall, 1988).
9It is difficult to understand an adolescent without understanding the family 
dynamics, culture, and roles. If there is a change in one family member, that change will 
influence the entire family, therefore, this theory is instrumental in understanding how the 
family system influences and is influenced by the dually diagnosed member.
A systems perspective is important when studying family and addiction, as Lewis 
(1989) pointed out. In a study of family and addiction, Lewis highlighted the reciprocal 
nature of addictions and family. He reasoned that dysfunctional families often produce 
addictive behaviors in family members, which in turn may then result in development of 
ineffective coping mechanisms utilized to reduce/respond to stress. McCubbin, Joy, 
Cauble, Comeau, Patterson, & Needle (1980) noted that family stress is a function of 
family members' responses to their perceptions of unmanageable events called stressors. 
Family Stress Theory
Rueben Hill's classic ABCX family crisis theory has been a major influence in the 
research into family stress and coping. Most of the research has focused on one or more 
of the factors which Hill identified as contributing to effective family coping: A (the 
event and related hardships), interacting with B (the family’s crisis meeting resources), 
integrating with C (the definition the family makes of the event), which produces X (the 
crisis) (Hill, 1958; McCubbin et ah, 1980). Factor C, perception is an important variable 
because how family members define the situation determines their coping strategies. 
McCubbin et al. (1980) also suggest there are three factors affecting a family's adjustment 
to stressors which include: 1) family members' personal resources, 2) family systems 
internal resources, and 3) social support.
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Coping Theories
Coping theories explain what we do to manage life strains or stresses. This 
concept is instrumental in understanding how families of dually diagnosed members cope 
with the stressors that impact their lives.
McCubbin, McCubbin, Patterson, Cauble, Wilson, & Warwich (1983) found 
specific coping patterns used by parents to manage family life when a child has a chronic 
illness. Using a sample of 100 families and the Coping Health Inventory for Parents 
(CHIP), three coping patterns emerged: 1) maintaining family integration, cooperation, 
and an optimistic definition of the situation, 2) maintaining social support, self-esteem, 
and psychological stability, 3) understanding the medical situation through 
communication with other parents and consultations with medical staff. This CHIP study 
is unique because it examines the importance of positive aspects of coping patterns, in 
addition to exploring the hardship and dysfunction of ineffective coping patterns for 
families.
According to Gubman &Tessler (1978) it is possible that coping strategies have 
stages, which reflect the developmental course of an illness, the social class of the patient, 
and the experience with the care system. In a study conceptualizing the stages of family 
coping responses to mental illness, Raymond, Slaby, & Lieb (1975) have proposed a 
pattern of family response. The response pattern begins with uneasiness as parents 
become aware of the illness, need for reassurance, moving to denial and minimizing, 
followed by anger, blame, guilt, and confusion, and finally acceptance of reality. This 
conceptualization may be of clinical value, but for purposes of this study it ignores the
11
social context of mental illness and substance abuse, including interactions between 
family and mental health/substance professionals involved in the provision of care and 
the social class of the patient and his or her family.
Adolescents and Dual Diagnosis
The area of assessment and treatment for adolescents with either chemical 
dependency or mental illness is new and not yet fully developed (Evans & Sullivan,
1990). There is even less literature and research for adolescents with both a chemical 
dependency and a mental illness. Adolescent chemical dependency is a systemic disease 
which effects and is affected by each member of the adolescent's family (Gabe, 1992).
The prevalence of dually diagnosed adolescents is not known. Chamberlain & 
Tarr (1989) studied one inpatient program and found that one-third of adolescents had 
dual diagnosis. Along with chemical dependency, other disorders included depressive 
disorder, conduct disorder, and ADHD as the most frequent coexisting disorder.
One common dilemma professionals and family of the dually diagnosed face, is 
distinguishing "normal" adolescent behavior, and behavioral difficulties arising from 
chemical usage alone. According to Evans & Sullivan (1990) life for most adolescents is 
fairly normal and without significant crisis. Anything beyond occasional moodiness is 
not typical and chemical usage by adolescents is problematic. The dually diagnosed 
adolescent will show more intense problems than the problems of adolescents with only a 
chemical dependency problem.
Miller (1994) takes a different position by viewing adolescence as a transition into 
adulthood and characterized by many changes. These changes include puberty with
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biological changes, psychological changes, and social changes. This period of 
adolescence also consists of many transitions: junior and high school, geographic moves, 
first love, first sex, first job, and also first cigarette, first drink, or first drug. Adolescence 
and young adulthood is often when mental illness and chemical dependency begin. 
According to Miller, often the progression of disorders that may continue into adulthood 
are masked by life events and consequences.
Evans & Sullivan (1990) report that some state laws create double binds for 
parents of adolescents, since some state laws do not allow parents access to mental health 
or chemical dependency treatment without the adolescent's consent. Yet parents are 
responsible for the actions of their child and for their growth and development.
Studies of Perception for Chemical Dependency
In recent years there has been a considerable amount of literature addressing 
chemical dependency and the family system (Kaufman, 1986; Steinglass et al., 1987; 
Ackerman, 1987; Beattie, 1987; & Black, 1982). Dysfunction in families of alcoholics 
has been extensively studied (Ackerman, 1987; Beattie, 1987; Black, 1982; Lewis, 1989; 
and Woititz, 1983). However, perceptions of family with a chemical dependency 
member have not received much attention. The empirical research that has been done has 
focused mostly on beliefs about the causes of specific events such as relapses.
In a study of families in treatment, Epstein, Baldwin, and Bishop (1983) found 
that members sometimes differed in their perceptions of various aspects of family 
functioning. Family members have different opinions about who is to be blamed for their
13
difficulties. Or, they disagree about which aspects of the family structure or patterns of 
interaction are problematic.
Another study focused on differences in perceptions of the functioning of families 
(McKay, Maisto, Beattie, Longbaugh, Noel, 1993). Problematic functioning in families 
has been associated with the etiology and course of alcohol and drug dependency. A 
sample of 80 pairs of alcoholic patients and their spouses completed FAD (Family 
Assessment Device). The FAD assesses family functioning areas that are often 
problematic in alcoholic families, including behavior control, communication, roles, 
problem solving, management of affect, and degree of involvement scales. Spouses did 
agree about how well family members work together and share thoughts and feelings. 
Spouses disagreed about how well boundary issues were dealt with in their families.
Friedman, Utada, & Morrissey (1987) conducted a study measuring families' self­
perceptions using the FACES instrument (Family Adaptability and Cohesion Scales). 
Their sample consisted of 96 adolescent drug abuse clients and their parents. The 
majority of the families categorized themselves as "disengaged" (vs. "enmeshed") on the 
cohesion adaptability dimension and as "rigid" (vs, "chaotic") on the adaptability 
dimension. Family therapists characterized significantly more of these same families as 
"enmeshed" rather than "disengaged." Possible explanation for the difference between 
the family's self-perceptions and the therapists' perceptions also were discussed. The 
family may be referring to overt behavior and the therapist may be referring to 
judgements based on the underlying psychodynamics of the family emotional
relationships.
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Several studies addressed the adaptation or coping mechanisms in families of 
alcoholics. A theme in the writing of Black (1982), Beattie (1987), and Woititz (1983), 
in reference to the dysfunctional family of alcoholics, is the attempt to control that which 
is uncontrollable. Some families, according to Evans et al. (1990), apply their control 
efforts in an inconsistent and chaotic manner. In an enmeshed family this can lead to 
periodic crises often characterized by forms of domestic violence.
Families develop consistent, predictable methods for adapting to chemical 
dependency, just as they create rules and interactional styles for dealing with other 
problems. Alcoholism or drug abuse may also be considered a method for coping with 
the stresses of the family system (Lewis, Dana, & Blevins, 1988).
Kaufman (1985) posits that drinking behavior interrupts normal family tasks, 
causes conflict, shifts roles, and demands adjustive and adaptive responses from family 
members who don't know how to respond appropriately, thus family members, according 
to Beattie (1987), may attempt to "rescue" the family member from the negative 
consequences of chemical usage inadvertently reinforcing the problem. Professionals 
refer to this reinforcement of the problem as "enabling" behavior. Relatives or the people 
most responsible for the chemically dependent person may need more assistance and 
counseling than the "user" if recovery is to take place. It is an illness which has 
tremendous emotional impact upon the immediate family (Steinglass, Bennett, Wolin, &
Reiss, 1987).
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Impact of Mental Illness on Family
Historically, families were seen as pathological agents in the etiology of mental 
illness. However, the focus has shifted from the pathological model to view families as a 
system in which the family influences and is influenced by the illness, and cause and 
effect is not easily defined (Hatfield, 1990).
A literature review of families in relation to mental illness reveals three distinct 
themes: 1) family causes mental illness, 2) family contributes to mental illness, and 3) 
family burden. The first theme views family interaction and communication as the causal 
agent of mental illness. Recurrent themes of this view include the double-binds, 
scapegoating, marital schism and skew, pseudomutuality, and the blurring of sex and 
generational lines (Gubman and Tessler, 1987).
The second theme, family as a contributor to mental illness, describes families as 
agents of rehabilitation (Brown, Birley, & Wing, 1972). The focus of this perspective is 
on preventing patient relapse. Stress theorists rate families' caregiving abilities by rating 
their level of expressed emotion (EE). Key concepts include overinvolvement, tolerance 
of deviance, realistic performance expectations, and familial criticism. This perspective 
is limited in explaining the impact of mental illness on the other family members. This 
theory absolves families as causative agents, however implies that families are a factor in 
perpetuating the illness.
The third theme, family burden, describes the strain experienced by family 
members of the mentally ill (Gubman et Tessler, 1978; Kreisman and Joy, 1974; Platt, 
1985; Jacob & Carpenter, 1987; Daley et al., 1993). The emphasis is on families as
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"bearers of burden" and the family problems are explained in relation to the patient's 
illness. Gubman and Tessler (1978) applied an illness behavior perspective to the study 
of family burden in an attempt to explain a variety of problems that typify families with 
mentally ill members. Gubman and Tessler expressed ambivalence in using the term 
"burden" and made the disclaimer that it is not an effort to assign blame.
Mental illness also has a tremendous impact on the family. Family reactions to 
the onset of a chronic illness have been extensively documented in the literature (Bond, 
1984; Burish & Bradley, 1983; Kubler-Ross, 1969; Turk & Kerns, 1985; Wishner & 
O'Brien, 1976). When family members receive word that one of them is mentally ill, the 
family is usually in crisis and family's change and adapt to cope with challenges posed by 
the illness. Generally the family's adjustment process follows a pattern of shock, grief, 
denial, anxiety, anger, realization, retreat, depression, acknowledgment, and acceptance. 
Rollin (1984) points out that a family member may get stuck at some point along the 
continuum or even miss stages.
McIntosh & Zirpoli (1982) conducted a study involving a self-help group for the 
parents of young adults at the Institute of Pennsylvania Hospital, a psychiatric facility. 
This study examined issues that impacted the families. Common themes that emerged 
included: the stigma of mental illness and hospitalization; how to deal with the patient; 
blame and guilt; fear; isolation and embarrassment; and confusion.
Several factors are noted to effect the impact on burden for families with a mental 
illness. These include the severity of the disorders, the presentation of symptoms, the
17
stages of family development, and the relationship between family members and the 
mentally ill member (Daley et al., 1993; Gubman et al., 1978).
Traditional theoretical models have contributed to working with families in 
general, however they contributed little to understanding the family experiences of mental 
illness. Hatfield (1990) reports that effective work with families depends upon empathic 
understanding of the family. Several theories including psychoanalytic theory, expressed 
emotion theory, and theories of communication deviance provide new ways of describing 
and labeling families, however, they do not lead to empathic understanding. Hatfield 
proposes that families do not need treatment, they need education, advice, and support. 
Effects of Dual Diagnosis on Family
Families are a major focal point in a person's life. Families provide the setting for 
an individual's most frequent contacts with others. Whether defined as the nuclear 
family, the extended kinship network, or significant others, families are a significant 
source for the satisfaction of a person's physical safety, belongingness, and self-esteem 
needs. Although no family is "perfect", most families manage to function fairly well. 
However, the best of families can become dysfunctional and off balance when faced with 
mental illness compounded by a chemical dependency. Evans & Sullivan (1990) report 
both of these disorders have serious negative effects which can disrupt family members 
and the individual with a dual diagnosis.
The family influences and is influenced by the dual disordered member, however, 
not all families, nor every member within the same family, experience the same 
perception, impact, or reaction. The impact is mediated by many variables which
18
include: 1) severity of problem, 2) length of problem, 3) behavior of the family member 
with the dual disorder, 4) the unique relationships between the dually diagnosed person 
and the family members, 5) the family member's unique perception, 6) offsetting factors, 
7) for children, how the parents function (O'Connell, 1990).
Dual disorders can affect any area of family functioning including roles of family 
members, rules by which family operates, mood and atmosphere in the home, 
relationships and communication among members, cohesion, and the ability to confront 
and solve problems (Daley, Moss, & Campbell, 1993).
There is little literature pertaining specifically to the issue of family response to 
dual diagnosis. Evans and Sullivan (1990) view the effects of chemical abuse and mental 
illness as seriously negative and disruptive in relation to family members. Daley et al. 
(1993) and Evans and Sullivan (1990) find that families with a dually diagnosed member 
experienced double the problems compared with those of a single diagnosed family 
member.
Conclusion
There have been no systematic studies of the impact of dual diagnosis on family 
members. Studies concerning the impact of mental illness on family members have been 
few since Gubman and Tessler's study in 1978. However, there is more literature in 
relation to family's perception and alcoholism.
Theoretical constructs were taken from family systems theory, family stress 
theory, and coping theories, to address the complexities of family members' perceptions 
of a dually diagnosed family member and the coexisting illnesses. These theories provide
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a comprehensive conceptual framework for the study of family member's perceptions and 
experiences with a dually diagnosed family member. New literature has been published 
regarding dual diagnosis from the patient's perspective, but little attention has been paid 
to the perspective of the family with a dually diagnosed member. It is important to note 
that discrepancies exist between the two disorders and the impact on the family.
It is my hope that interviewing families of dually diagnosed to obtain their 
perspective will provide insight as to how the co-existence of chemical dependency and 
mental illness affects families as well as better understand families coping mechanisms, 
reactions, and the process with which they come to terms with the illness.
CHAPTER III
METHODOLOGY
The research question for this study is "What are the parents' perceptions and 
reactions when an adolescent member of the family has a dual diagnosis of chemical 
dependency coupled with a mental illness?"
Research Design
There is little published research that explores family's perceptions and 
experiences with dual diagnosis and its impact on their lives. Due to this lack of research, 
an exploratory approach to addressing the question was chosen. This was chosen to gain 
knowledge and understanding as to "what it's like" for families, how they cope, and their 
experiences with treatment professionals and treatment efforts.
According to Monette, Sullivan, &, DeJong (1994) qualitative methodology 
includes data in the form of words, pictures, descriptions, or narratives. Qualitative 
research attempts to describe and understand a phenomena. The qualitative researcher 
attempts to understand phenomena from the subject's personal perspective. It is a means 
of clarifying the subjective findings of human experience and determine how these events 
appeared to those who experienced a certain situation.
Researchers often turn to qualitative methodology when knowledge is sparse or 
when there is little theoretical understanding of a phenomenon. Some researchers posit
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that the human experience, including personal meanings and feelings that people have 
about themselves and what they do, is subjective. Approval for this research project was 
obtained from the UND Institutional Review Board.
Selection of Study Participants
Purposive sampling was used to select the participants. Purposive sampling is 
appropriate for qualitative research. It is defined as purposeful selection of participants to 
provide a wide breadth of experience regarding the phenomena of interest (Kidder, 1981). 
Purposive sampling allows the researcher to study the phenomenon across many types of 
people, including within a variety of age, ethnicity, culture, sexual orientation, and 
disease process (Miles & Huberman, 1984). It is a nonrandom selection with a purpose 
in mind. Researchers use their judgement and own knowledge to choose people who best 
serve the purposes of the study (Rubin & Babbie, 1989; Monette, Sullivan, & DeJong, 
1994).
Parents with a dually diagnosed adolescent best served the purposes of this study. 
Criteria for selection of participants included: 1) parents had an adolescent with a dual 
diagnosis of chemical dependency and a psychiatric disorder 2) the dual diagnosed person 
had previously been or currently was in treatment, and the parents lived within reasonable 
distance to the researcher.
In order to gain access to families who met the above criteria, permission was 
obtained from the administrator of a recently combined chemical dependency and 
psychiatric treatment facility. Since this researcher was employed at this treatment 
facility, precautions were taken to avoid conflict of interests. This researcher did not
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work with any of the patients or parents who were identified as possible candidates for 
participation in this study.
A memo was written to staff at the treatment center explaining the purpose and 
procedures involved in this study. Colleagues who worked with adolescents were asked 
to get permission from them to release their names to this researcher. Since the Code of 
Federal Regulations protects the rights of adolescents aged 14-17, a separate consent 
form was developed for the identified patients, which allowed this researcher to approach 
their parents. After consent was obtained from the adolescent, parents were contacted 
and asked to participate in the study (Appendix B).
Ten parents from six families met the criteria and agreed to be interviewed. 
Parents were interviewed separately. Both the parents and adolescents were informed 
they had the right to withdraw from the study at any time and this would not affect the 
treatment of the family member in care. The consent form also included purpose of the 
study, reason for participant selection, procedure, risks, and benefits. The consent form 
also stated that findings would be made available to them if they desired.
Data Collection
Data was collected using a semi-structured interview method. According to 
Monette, Sullivan, & DeJong (1994) feelings and meanings that people have about 
themselves and what they do are best captured through narrative descriptions or 
interviews. This semi-structured interview consists of open-ended questions to elicit 
discussion concerning parent's experience of having an adolescent with a dual diagnosis.
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This included some general or specific questions and some specific topics to address. 
Probes were used as a guide to elicit more depth or to redirect to a more relevant area.
The researcher began each interview by asking, "What has it been like for you 
after learning that [name of adolescent] had a dual diagnosis of chemical dependency and 
mental illness?" Probes or questions were based on the participant's response. Topics 
explored included: events leading up to diagnoses, parents' reactions, stressors, supports, 
coping, role of family, friends, and professionals, and treatment issues.
Each participant was interviewed separately. At the discretion of the participant, 
interviews were conducted at the treatment facility or the participant's home. Half of the 
interviews were conducted at the treatment facility, and the other half were conducted at 
the participant's home. The interviews ranged from one to two and one half hours. 
Interviews were audio-taped and then transcribed for data analysis. All of the 
participant's names were kept confidential.
Data Analysis
The sources of data for this study were the transcribed interviews and field notes. 
Since the intent of this study was to discover themes or patterns of parents' perceptions, 
grounded theory techniques were chosen to be appropriate for the purpose of this study. 
According to Strauss & Corbin (1990) the purpose of grounded theory method is to 
develop or generate theory which is reflective of the area under study. Strauss (1993) 
describes grounded theory:
as a detailed grounding by systematically and intensively analyzing data,
often sentence by sentence, or phrase by phrase of the field note,
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interview, or other document; by constant comparison, data are 
extensively collected and coded...producing a well constructed theory.
The focus is not merely on collecting or ordering a mass of data, but on 
organizing many ideas which have emerged from analysis of the data.
(P-22)
Through a process of open coding, transcriptions were analyzed line by line in 
order to decipher the main ideas of participant's experiences. Open coding is "the process 
of breaking down, examining, conceptualizing, and categorizing data" (Strauss & Corbin, 
1990, p.61). Words or lines of data were labeled. A concept was grouped to form 
categories, and then named and developed in terms of properties and dimensional ranges.
For example, parents described the phenomena of noticing changes in behavior. 
Many conceptual labels were given such as noticed, suspected, normalizing, ignoring, 
etc... These concepts were compared with and against each other as they pertained to a 
similar phenomena and then grouped to form categories such as "normalizing" which 
became a subcategory of the category "awareness." Categories were developed in terms 
of properties and dimensions. For instance, properties of "normalizing" included how 
often they normalized, to what extent, and for how long.
The category "awareness" developed from the concept "normalize." One of the 
subcategories of "awareness" is that in response to awareness parents normalized their 
child's behavior. Why? This was an explanation for their child's behavior. How?
Parents attributed their behavior to their child's personality or as normal adolescent
behavior.
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Axial coding often occurred concurrently with open coding. Axial coding puts 
data back together in new ways according to the relation between a category and its 
subcategories. This process is based on a "paradigm model" which involves condition, 
context, action/interaction, strategies, and consequences (Strauss & Corbin, 1990).
For example, parents reported becoming "aware" that their child's behavior was 
different or changed. The phenomena of "awareness" and the causal condition which lead 
to the development of this phenomena was the behavior of the adolescent. The properties 
and dimensions of this behavior include frequency, how often the children engaged in the 
behavior, the type of behavior, and the severity. Parents responded by normalizing the 
child's behavior. As the conditions intensified, parents sought help. Help seeking was 
the action/interactional strategy due to the above conditions. A consequence of help 
seeking was the ambivalence which caused parents to question whether they were doing 
the right thing.
Throughout the coding process, questions were asked of the data and comparisons 
were made for similarities and differences. Themes and patterns were identified and 
labeled as main categories containing subcategories.
Finally, selective coding describes the selection of the core category, and relating 
it systematically to other categories. A core category is "the central phenomenon around 
which all the other categories are integrated" (Strauss & Corbin, 1990, p.l 16). A core 
category becomes saturated and conceptually dense when all other categories and their
properties are related to it.
26
Transcripts were read to develop categories. Using a two column format, memos 
were written. The data was placed on the left side and corresponding memos were placed 
on the right side. Each paragraph in the transcript was numbered for reference purposes. 
For each category, computer files were used to record data that fit the category.
Participant's experiences and descriptions were compared and contrasted to other 
participant's experiences and descriptions through coding and memoing. Similar 
categories were combined to form new categories. Themes developed from reoccurring 
categories throughout the data. These themes and categories will be discussed at length 
in chapter four.
CHAPTER IV
FINDINGS
This exploratory study investigated family members' perceptions of dual 
diagnosis and its impact on their lives when a member of the family has a diagnosis of 
chemical dependency coupled with a psychiatric disorder.
The primary sources of data for this study were the texts of transcribed interviews 
with the ten family members from six families. Semi-structured interviews were 
conducted separately with each parent. Interviews and observations of the families were 
audiotaped and transcribed and lasted between one and one-half hours to two and one- 
half hours. Interviews were conducted at the treatment agency or in the participant's 
home.
Since the intent of this study was to discover whether there were themes or core 
constructs about family member perceptions, grounded theory techniques were 
appropriate for the purpose of the study. The grounded theory techniques used to 
analyze the data in this study were borrowed from the constant comparative method 
developed by Glaser and Strauss (1967) and refined by Strauss and Corbin (1990). 
Demographics of Participants
Ten parents from five two-parent families and one single female-parent family 
participated in this study. The sample consisted of one stepfather, one adoptive father
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and three biological fathers. Nine of the parents indicated they were married and one 
parent was single. This was a second marriage for 4M and 5M. 1M had been married 
and divorced three times. This parent was married to her third husband while her 
daughter was in treatment.
Parents ranged in age from 36-48 and adolescents ranged from 15-17. All parents 
interviewed currently had a son or daughter in a treatment facility or aftercare, except 
one parent's daughter had completed treatment two years prior. This same parent's 
daughter did not receive treatment at the same facility as the other adolescents. 
Participants were Caucasian of northern European ethnic descent, except one parent was 
part Native American. All the families identified themselves as middle class. Families 
will not be identified by occupation or educational level to preserve their anonymity. 
Table 1
Participants by Age, Marital Status, and Number of Children
Family Mother/Age Father/Age Marital Status # of Children
1 M 39 F - - Divorced 2
2 M 43 F 45 Married 2
3 M 37 F 37 Married 2
4 M 36 F 36 Married 2
5 M 39 F 41 Married 1
6 M 48 F - - Married 3
Note. The letters F and M stand for Father and Mother, respectively.
To protect the anonymity of the parents in this study, each family was assigned a 
number and each participant a letter. The letters M, F, d, and s stand for mother, father,
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daughter, and son respectively. For example, 2M is the mother in the second family, 5F 
is the father in the fifth family, and 4d is the daughter in the fourth family.
Table 2
Gender and Age of Adolescent in Relation to First and Second Diagnoses During 
Hospitalization
Family
Gender of 
Adolescent
Age of 
1st Diagnosis
Age of
2nd Diagnosis
Age of Primary 
Diagnosis for 
Current 
Hospitalization
1 d 16, Chemical Dep. 16, Bipolar 16, Chemical Dep.
2 s 17, Depression 17, Chemical Dep. 17, Chemical Dep.
3 s 14, Depression 16, Chemical Dep. 16, Depression
4 d 15, Chemical Dep. 15, Bipolar 15, Chemical Dep.
5 d 15, Depression 15, Chemical Dep. 15, Chemical Dep.
6 s 17, Depression 17, Chemical Dep. 17, Depression
Note. The letters d and s stand for daughter and son respectively. The numbers in the 
left hand column correspond with the numbers of the families in the text.
Characteristic of Adolescents
Table 2 depicts the ages of the adolescents during their most recent 
hospitalization. The age when first diagnosed, ranged from 14-17, age when given a 
second diagnosis ranged from 15-17 and spanned between a time lapse of 0 to 2 years. 
Five adolescents were given dual diagnoses simultaneously or within a one year period. 
One adolescent was given a second diagnosis two years after the first diagnosis.
Although, each of these adolescents has two diagnoses, one diagnosis is always 
considered primary and is treated first. For the most recent hospitalization two
30
adolescents were given a primary psychiatric diagnosis and four adolescents had a 
primary chemical dependency diagnosis. All of the adolescents were given a diagnosis of 
mood disorder; two of them were diagnosed as having a bipolar disorder. All of the 
adolescents had chemical dependency diagnoses of alcohol and drug dependence as well 
as a mood disorder.
Two of the adolescents had been given previous diagnoses when they were 
younger. For example Id had a previous diagnosis of tourettes syndrome, along with 
attention deficit disorder and oppositional defiant disorder when she was 11. At age 14 
she was diagnosed with depression with suicidal ideations. 4d was also diagnosed with 
attention deficit disorder, later it was changed to oppositional defiant disorder, and finally 
back to attention deficit disorder.
There were three males and three females. Id and 4d had first diagnoses of 
alcohol and drug dependence and second diagnoses of depression. 5d had a first 
diagnosis of depression with a second of alcohol and drug dependence. All three females 
had primary diagnoses of chemical dependency. The male adolescents, 2s, 3 s, and 6s had 
first diagnoses of depression and second diagnoses of alcohol and drug dependency. 
Primary diagnoses for 3s and 6s were psychiatric. 2s had a chemically dependent 
primary disorder.
A brief case history will be provided for each family in order to illustrate the 
context of the family environments and facilitate a deeper understanding of each family’s
circumstances.
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Table 3
Participants by Family History of Chemical Dependency and/or Mental Illness
Family
Relationship 
to Adolescent
History of 
Drugs & Alcohol
History of 
Alcohol
History of 
Mental Illness
1 Mother X
1 Father* X
2 Mother X
2 Father X
3 Mother X
3 Father X
4 Father* X X
5 Mother X X
5 Father X
6 Father* X
Note. The * symbol stands for biological father who was not interviewed.
Description of Families
Family 1. 1M who has been married and divorced three times has two children, 
each by separate fathers. 1M reported a maternal and paternal family history of alcohol 
and drug abuse. She acknowledged that she is a recovering alcoholic/drug addict herself. 
Her children's fathers also have a history of alcohol and drug addiction. She is not aware 
of a family history of mental illness.
Her daughter, 1 d has had multiple psychiatric diagnoses in addition to her primary 
diagnosis of chemical dependency and secondary diagnosis of bipolar. 1M reports that 
Id has had behavior problems since she was five. 1M became concerned and took her to
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the doctor when Id was nine, but she was not diagnosed until she was 11 at which time 
she was diagnosed with tourettes syndrome. At age 13 Id was placed on probation due to 
her delinquent and erratic behaviors. 1M was having marital difficulties with her current 
husband and in retrospect believes that Id's disorders kept them together because the 
focus was always on Id and never her relationship with her husband.
Their family had been in a variety of counseling for nine years including 
individual, marital, and intensive in-home family therapies. It is only this past year that 
1M has not been in some type of counseling.
At age 14, Id was suspected of using chemicals and 1M had her screened for drug 
usage. The drug-screen was negative, however Id was hospitalized for suicidal ideation. 
At age 16, Id lived with her father in Arizona, where her using increased and 
consequently she was diagnosed with chemical dependency. However, she continued to 
runaway from home, was verbally and physically abusive to her mother and as a result 
was placed in a group home. 1M felt guilty that she did not provide Id with a safe 
environment when she was growing up, however, she was relieved that Id was 
progressing outside of the home. 1M realized that they could not have a relationship 
when Id lived at home, but they each continued to work on their relationship during the 
time they spent together and apart. Following group home placement, Id was placed in 
foster care until she turned 18. It was during this placement that Id was given a diagnosis 
of bipolar disorder. 1M found it frustrating to watch Id go through these difficulties, 
however she was also relieved because her behavior made more sense to her now that she
knew what it was.
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Family 2. 2M and 2F have two children, an older daughter, 23, and a son, 18 
who has a diagnosis of depression and chemical dependency. Family history is positive 
for alcoholism. 2M suffers from bouts of depression at times.
Parents suspected 2s had been using drugs or alcohol, however, did not want to 
believe that their son had a drug and alcohol problem. Some signs they noticed included 
isolation from family, keeping late hours, unkept room, and irresponsible with school. 
They ignored these signs since he received good grades and was never in trouble with the 
law. Also, they were uncertain how much of his behavior was considered normal 
adolescent behavior.
They had difficulty recognizing depression in 2s, since according to 2M, his 
personality was "laid back and quiet." 2F did not suspect depression until he noticed his 
son's overreaction to the death of a rock star.
After finding marijuana in their son's room, they had him evaluated. Apparently 
he was not honest with the counselor and 2F explained that "he bluffed his way out of the 
evaluation." One year later he took marijuana and LSD and according to 2F, exhibited 
bizarre behavior with suicidal gestures:
[Pointing to the clock at 12:45 AM] "...well don't you see?" See what?
"Well it's 12:45... and it's time for me to die," and that's the first time that 
he has ever talked strangely or behaved like that...[my son] went to the 
drawer again and got the knife and tried to stab himself.
Following this episode, he was diagnosed with chemical dependency and 
depression with recommendations for chemical dependency outpatient treatment. The
34
depression was to be addressed following chemical dependency treatment. 2s refused to 
go to treatment, necessitating parents to commit him. During his hospitalization, 2s 
disclosed to parents that two male babysitters sexually abused him when he was 4 years 
old. He had not told them before because they were friends of the family. 2s received 
counseling for rage and anger management when he was 8, and parents now suspect that 
the abuse was the reason for his anger and confusion. He also disclosed to his parents at 
this time, that he was gay. It is of significance to note that their daughter had come out as 
a lesbian a few years earlier.
Family 3. 3M and 3F have two sons, ages 21, and the other 16, who has a dual 
diagnosis of depression and chemical dependency. Both 3M and 3F grew up in a home 
with an alcoholic parent. 3F is also an alcoholic and approximately two years ago he hit 
his bottom. 3F and 3M had separated and 3M planned to file for divorce and move out of 
state with 3s. According to 3M, 3F was physically and verbally abusive to 3s, "His dad 
would tell him at that time that he was a loser and that he was never going to amount to 
anything and that he wasn't his father anymore and things like that."
Due to this abuse, 3 s left early to live with a relative in another state until his 
mother joined him in the summer. Prior to his leaving, his parents knew 3s was 
consuming alcohol. 3M reports she knew of his depression before his using, yet she 
admits she "didn't want to believe he was an alcoholic, like his dad." Like his wife, 3F 
attributed 3 s' drinking as a way of escape. He also felt it was not only attention seeking 
but also a way for 3s to "be like his dad".
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While 3s was living with his aunt, he attempted suicide and was diagnosed with 
depression at the age of 14. He was started on Prozac and began seeing a counselor and a 
psychiatrist. Four months later, his aunt, who was receiving chemotherapy for cancer, 
was unable to handle his recurring belligerent and delinquent behavior. 3s was sent 
home and began seeing a psychiatrist and continued on Prozac. Concurrently, 3F was 
attending AA and working a 12-step program. He admitted alcoholism was the cause of 
all his problems and asked his family for forgiveness and a chance to make amends. 3s, 
then decided that his problem was chemical dependency, joined AA, and attended 
meetings with his dad. Shortly after joining AA, he quit taking his medication and felt 
he no longer needed a psychiatrist. Family counseling was recommended for support, 
but 3F and 3s refused to attend. 3s then quit AA finding it difficult to relate to people 
that were older than him. Three months later, he began to use chemicals. He was also 
stealing to provide for his alcohol and drug habit. His depression also worsened to the 
point of suicidal ideations. Consequently, 3s was hospitalized with a primary diagnosis 
of depression. Once stabilized, he was diagnosed with chemical dependency and treated 
for his usage.
Family 4. 4M and 4F have two daughters, 19, and the other 15, who has been 
given multiple diagnoses including attention deficit disorder, oppositional defiant 
disorder, chemical dependency, and bipolar disorder. 4F adopted both of the girls. 4d's 
biological father abandoned the family when 4d was three. According to 4M, he has a 
history of mood swings, explosive outbursts, irritability, alcohol and drug abuse, and
violence.
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The parents first noticed problems with anger control when she was 6. 4M 
blamed the teacher for her daughter's anger problems and stated that her teacher ridiculed 
4d in front of the class, "...a child doesn't know how to hate, they are taught that, so I 
blamed the teacher..." Subsequently, 4M removed her daughter from school and for the 
remainder of the year she was home schooled. The parents reported problems with 
hyperactivity and impulsivity when she was 8 and as she got older, 4d began stealing, 
lying, and fighting with her peers. She was suspended from school on one occasion. Her 
parents felt she needed to be tested to rule out the possibility of a learning disability. The 
school did not agree to testing without a recommendation from a psychologist. A school 
nurse suspected abuse or neglect in the home. According to parents the investigation 
showed the allegations to be unsubstantiated.
Finally, the parents took 4d to a counselor who diagnosed her with attention 
deficit disorder. This diagnosis was later changed to oppositional defiant disorder. 4d 
took Imipramine which decreased the impulsivity. However, her behavior was erratic 
and on occasion, 4d would become violent and her father had to restrain her. This anger 
then quickly turned inward and she engaged in self- mutilation by cutting her arms. She 
was then hospitalized for thirty days to stabilize her mood, the family was transferred to 
North Dakota and lost health insurance coverage for mental health services for her. They 
were referred to a pediatrician who took 4d off of the Imipramine.
Six to eight months later, the parents noticed a behavior and mood change. The 
defiance, hyperactivity, and/or mania returned. This time they noticed something was 
different in her behavior and they smelled marijuana on her clothing. 4d engaged in
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delinquent behavior and seemed apathetic toward self and others. She neglected her 
appearance, was disrespectful, and was absenting from home.
Parents involved police on an absenting charge and 4d was placed in Attendant 
Care. Since absenting is considered a status offense, this alternative to jailing for 
juveniles was utilized. 4M did not feel this facility was appropriate, referring to it as a 
"vacation place." She contended that detention rather than attendant care would shock 
her into realization that she "could end up behind bars and lose her freedom." She 
wanted to teach her daughter a lesson.
After four episodes of absenting, 4d was placed on home detention, which 
involves accountability to a probation officer. Yet she ran again. The parents were 
concerned for 4d's safety since her behavior was quite erratic. They had her evaluated by 
a professional again. She was diagnosed with chemical abuse due to her drug and 
alcohol abuse. After further assessment she was given a second diagnosis of bipolar 
disorder. The parents were surprised at the chemical dependency disorder and relieved 
with the bipolar disorder, since her behavior seemed to make sense to them. Now 
parents report having difficulty with their other daughter's behavior involving sexual 
promiscuity and alcohol abuse.
Family 5. 5M and 5F have one adolescent daughter, 15 who has a dual diagnosis 
of depression and chemical dependency. 5F is the stepfather. 5d's biological father has a 
history of alcoholism and mental illness. There is a history of alcoholism and mental 
illness in 5M's extended family, for instance, a 26 year old nephew is an alcoholic. 5M 
also suffers bouts of depression. 5d is aware of marital discord as she has heard her
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parents fighting and also mention divorce. 5M has been away from home lately due to 
employment obligations.
The parents suspected depression due to their daughter's mood swings. They 
brought her to a psychiatrist who started her on anti-depressants. She also saw a 
psychologist. 5d had two "minor in possessions" along with an incident in which she 
threatened to kill herself. This came following a confrontation with her stepfather 
regarding her chemical usage. Last year 5d was evaluated for her usage. Parents were 
advised that she was at high risk for dependence.
After an incident this year in which 5d was extremely agitated and irritable, she 
left the house and began to drink. Her parents had her evaluated and she was admitted to 
an outpatient treatment center. Apparently they were not satisfied with the care and 
sought another treatment center. This treatment center recommended day treatment.
This was a relief for the parents since they could monitor 5d's behavior at home.
Family 6. 6M is married with three sons ages 19, 17, and 15. The son, age 17, 
was dually diagnosed with depression and chemical dependency at age 16. His father is 
recuperating from back surgery and recently suffered a heart attack, and therefore was 
not available to be interviewed. He also is a recovering alcoholic with 16 years of 
sobriety. This family was experiencing parent-child conflicts as well as marital discord.
6M first began to notice a change in behavior as 6s' interest in school declined to 
the extent that he refused to get out of bed and go to school in the mornings. 6s exhibited 
mood swings and secluded himself in his room. 6s attempted suicide by overdosing on 
Advil and Tylenol. He was not taken to a physician because he vomited and they
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assumed all the pills were out of his system. On another occasion, 6s cut on his arms 
with a razor blade, was hospitalized and then diagnosed with depression. After his mood 
stabilized, he was given another diagnosis of chemical dependency and transferred to the 
chemical dependency unit.
After he was discharged from the chemical dependency unit he continued using 
alcohol, he started huffing, and eventually progressed to other drugs. 6M was surprised 
to learn the extent of his using and blamed herself for being a bad parent, wondering 
what had she done wrong. After engaging in delinquent behaviors, 6s was placed on 
probation. His probation officer recommended placement in a residential treatment 
facility. The mother was asked to relinquish custody to Juvenile Court so that the facility 
would get paid. 6M did not agree with the recommendation to relinquish custody and 
arranged a payment plan with the treatment center. Unfortunately Juvenile Court took 
custody and transferred 6s to the group home until he turns 18.
Themes from Data Analysis
Three major themes emerged as a result of the data analysis (see Table 4). These 
themes are 1) coming to terms with illness, 2) issues for future of adolescents, and 3) 
perceptions of treatment experience.
Theme 1. Coming to Terms with Illness. Each parent attempted to come to terms 
with the child's illness, that is each parent described a process in which they tried to make 
sense of and cope with their child's illness. The process by which parents came to terms 
with the illness was different for each. However they identified fundamentally similar
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themes or patterns. This theme included the categories of awareness, "am I doing the 
right thing?", letting go, and grieving.
Awareness defined the process in which parents began to notice or recognize 
signs or changes in their child's behavior. Parents explained their child's problematic 
behavior as a "normal" part of adolescence or as characteristic of their child's personality. 
The category "Am I Doing the Right Thing?" described the parents uncertainty and 
distrust of themselves, professionals, and their child. The category of Letting Go 
Table 4
Major Patterns and Categories Leading to Themes
1. Coming to Terms with Illness
Awareness
Am I Doing the Right Thing
Letting Go
Grieving
2. Issues for Future of Adolescents
Fear of Relapse 
Hope for Progress
3. Perceptions of Treatment Experience
Helpful/Not Helpful 
Advice to Parents
defined the parents realization that they could not "fix" their child nor could they make 
choices for their child since some things were out of their hands. The category of 
Grieving dealt with the feelings of loss experienced by parents as a result of the illness. 
Parents described missed opportunities to "get to know" their child, lost childhoods due 
to the illness, and fear that they might lose their child to the illness in the future.
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A w a ren ess . At some point each of the ten parents realized that there was a 
problem or noticed signs of change in the behavior of their adolescent son or daughter. 
This awareness was identified as the first phase which parents of dually diagnosed 
adolescents began to come to terms with the illness. Most parents did not want to believe 
that their child had an illness. Parents responded cognitively by normalizing their child's 
behavior. This category is made up of statements as parents explaining their child's 
behaviors as a normal part of adolescence or as part of the adolescents personality.
Five of the parents attributed their child's change in mood to normal adolescent 
behavior. 5F attributed his daughter's extreme mood fluctuations to depression, normal 
adolescence, and premenstrual syndrome. 3M also described her son's depression as, 
"something all teens have." 4F noticed his daughter's erratic behavior and mood in which 
she would constantly seek attention and described her as, "a typical kid with good days 
and bad days." 6M's son refused to get out of bed to go to school in the mornings. She 
was hoping the reason was due to tiredness.
2M attributed her son's isolation from family as a result of adolescence and the 
need for independence:
In the two years that he was using drugs and alcohol, really he pretty much 
withdrew from the family. He never wanted to go any where... some of it I 
was letting go because of the age thing, adolescence. He didn't want to go 
on vacations with us anymore. But then he did even more than that. He 
hardly ever wanted to eat meals with us. I look back on it now and know 
that it was because of [drugs]. There was very little communication.
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2M admitted she had suspicions that there was a problem, however was uncertain 
how much was age related:
I had suspicions, just little things that had happened. There were different 
signs... not keeping up his room, keeping really late hours, not being real 
responsible with school, I don't know how that fit in as far as with age. I 
ignored a lot of it because I didn't know if a lot of it was just he was seeing 
his girlfriend...
In retrospect, these two parents, 2M and 6M, did not want to believe that their son 
or daughter had a problem and wished to give them the benefit of the doubt. Also, 2M 
and 6M tried to avoid or ignore the problem, by telling themselves their sons were, "just 
experimenting." 2M further explained, "So I guess in one way I sort of avoided the 
problem, I turned the other way and tried to think that, well he's experimenting, kids do 
that...."
2M ignored some of the behavioral signs because her son was getting good grades 
and not in trouble with the law. 2M explained, "...it was just the little things. But he hid 
it pretty well. I mean as far as how much he was doing... there were suspicions but I kept 
wanting to believe otherwise." 5M also thought that initially there were not a lot of 
noticeable behavioral problems.
Although family 2 did not want to believe that there was anything wrong with 
their son, 2M reported later that she felt guilty for not recognizing that her son had a
problem. She explained:
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...looking back there were a lot of things that I had just let slide by and 
didn't make an issue. That's why I feel guilt because something very 
serious could have happened to him, I had been trying to believe this isn't 
really that serious, when I guess in my heart I think I probably knew that it 
was.
After first becoming aware of their son or daughter's symptomatic behaviors and 
moods, seven of the parents initially attributed this to their child's personalities and did 
not think that the depressed moods or slight mood swings were cause for alarm. They felt 
it was characteristic of their children's normal mood range.
1M stated that her daughter,"... was always in trouble....[She] has never been 
different, she's always been this way since I can remember." 2M described the 
personality of her son as laid back, "...we never really picked up on the depression quite 
so much because he is a really laid back guy anyway, real quiet. I mean that's his 
personality." 3M normalized her son's excessive sleeping by explaining that he's always 
had a problem with sleeping excessively. 5F stated that his daughter has always been a 
moody kid, "little things set her off and she's moodier than the average bear, but not in 
any sort of abnormal way." 6M admitted she never really paid close attention to her son's 
drinking related behavior, "because he was always so secretive."
4M admitted she was overprotective of her daughter since the day she was born 
premature and with a birth defect. "She was on the small side. She was premature, had a 
lot of problems when she was bom so I over protected her. I wouldn't let anyone be mean 
to her." 3s had been sneaking beers from his alcoholic father since he was seven. 3F
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suspected that his son was having problems, however states that there was no evidence 
that he was aware of, he explained:
From what I can recall, I've suspected it, but there was no actual 
[behavior] in the very beginning, of course there never is from what I've 
seen.... Once it starts to grasp you, then that's when you can see the 
changes. I suspected it but there was no evidence, nothing that I was 
aware of.
Regardless of whether the parents normalized their child's behavior, all ten parents 
reported dealing with difficult behaviors. Families 1, 3, 4, and 6 reported their son or 
daughter engaged in delinquent acts including absenting, truancy, minor in possession, 
and stealing to support their drug and alcohol habit. All of the families reported they had 
to deal with explosive outbursts and sometimes physical violence aimed directly at them. 
All families and participants reported their son or daughter had used drugs. This ranged 
from "huffing" various substances, to marijuana, cocaine, crack, and acid or LSD. All 
families also reported their child had made a suicidal threat or gesture.
As their child's behavior escalated and intensified, each parent questioned further 
the normality of the behavior. Most parents wanted to believe that it was not 
problematic. Due to their experiences dealing with the above circumstances, parents 
reached a juncture in which they sought professional help and/or other nonprofessional 
forms of assistance. At least on one occasion, the adolescent in all the families had made 
a suicidal threat or gesture prior to parents seeking help. All adolescents received help 
from a psychiatrist, were prescribed medications, and were evaluated by a licensed
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addiction counselor. Id, 2s, 4d, and 5d saw psychologists. In addition 3s went to AA on 
his own and Id and her family were involved with in-home family therapy.
A m  I  D o in g  the R ig h t Thing?  This category included statements about parents 
concern or uncertainty that they "do the right thing" around their decision to seek help. 
Parents were ambivalent about the professionals ability to treat their child and the success 
and outcome of treatment. They also were uncertain whether their child would accept the 
illness and the treatment. Some parents believed that seeking help for their child might 
jeopardize their relationship with their child, however they weren't sure of the outcome. 
2M reported feeling very anxious because she was uncertain whether treatment would be 
successful, whether her son would respond, and also she wondered if treatment was 
necessary. Her son had threatened to leave and never speak to his parents again if they 
committed him to treatment. 2M explained:
...that day it was fear that he wasn't willing to get the help, and was it 
going to work? You know is he just going to go in there, like he said,
"fine, I'll go in and I'll do my time and then when I get out, I'm leaving...?"
And it was scary to me...I hope they know what they’re saying and they 
know what they're doing, because he does know [what he's doing].
Family 2 and 5 had their son and daughter evaluated more than once for chemical 
dependency since they did not believe their child was truthful regarding their drug and 
alcohol usage. Family 2 found marijuana in his room, however, "he bluffed his way out 
of the evaluation." 2M stated that the counselor, "told us everything we wanted to hear, 
that there wasn't a problem." Family 5, thought the problem was worse than the
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counselor did even though the counselor informed them that their daughter was at high 
risk for chemical dependency. They sought two other opinions until chemical 
dependency treatment was recommended for 5d.
For families 2 and 3, it was a struggle to get their sons into treatment. Both 
families were ready to commit them, however in the end it was not necessary. 2M feared 
that she had betrayed her son. She did not want to believe that the illness was serious:
I was real scared at that point because [he] got angry with us right away 
and said, "after I told you [everything]," and all we want to do was put him 
[in treatment], I was real worried that day and I guess I wanted to believe 
it wasn't as severe as [the counselor] was saying it was. That's how I felt 
that day. I struggled with it, I didn't want to believe that it was as serious 
as she was saying.
Family 3 was also ready to begin committal proceedings. 3F wondered whether 
he was doing the right thing because he felt that he was betraying his son. Although, in 
the end it was not necessary to commit him, 3F nevertheless felt very guilty. The father 
in family 2 implored his son to not "use," making it known to him that he did not 
condone his "using" behavior. He hoped to allow his son the freedom of making a 
positive choice of his own accord. As it turned out, the situation progressively worsened 
to the point that the parents threatened to commit their son to a treatment facility if he did 
not agree to go voluntarily.
For families 1, 2, 3, and 4 ambivalence was an issue related to their help-seeking 
behavior. 1M, 4M, and 4F questioned whether the professionals knew what they were
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doing and were concerned that the treatment professionals have a comprehensive 
understanding of the entire treatment history due to their daughter's extensive history of 
mental illness and the complications they might encounter in treatment.
1M met with the psychiatrist to give her daughter's extensive history, clarify the 
diagnoses and ensure they had all the records. 2M admitted she did not have as much 
trust in the treatment professional because 2M doubted she was doing the wrong thing. 
She explained, "...I don't have as much trust, I'm a lot more skeptical. And I was real 
concerned that we might be doing the wrong thing." She added that her husband had 
more faith in the professionals than she did.
4M and 4F felt the professionals were not listening to what they were saying and 
distrusted the professionals. Consequently, they took a different course than the other 
parents and sought to inform themselves.
Other parents, 2M, 2F, 3M, and 4M, in answer to the question of whether they 
were doing the right thing, attempted to gain as much information as possible regarding 
their child's illness. After 2M and 2F's son disclosed that he was gay, they found 
literature helpful in gaining a better understanding of what their son was going through 
and how they could help him to cope. She warned it could be overwhelming if one 
overdid it, "It's overwhelming in one respect, it's very overwhelming to have all of these 
issues and there's a tendency to weigh yourself down with all this literature and stuff but,
I think things like this have been helpful."
In contrast, 3M felt one could not get enough information. She read literature and 
attended co-dependency groups to better understand her own behavior in relation to her
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husbands' and son's. She advised treatment professionals to disseminate as much 
literature as possible. She stated:
If [my son] can get all that knowledge that I didn't have during those years 
and my oldest one can get that knowledge now I think we're saving a 
generation. The sooner we can get them help, [the better],
4F thought he had no choice but to become informed because he, "had to find out 
what's going on." He and his wife bought a computer and did extensive research. 4M 
thought it convenient to be working at the hospital, since she had access to medical 
literature. 4M explained:
The doctors were getting me books on bipolar. I asked them, I said,
"anything you can find [for] me I want to read and I want to know." They 
were preparing me and saying, "now this is going to be scary because the 
mortality rate is high..." I've been doing a lot of digging myself because 
nobody else has done it for me.
As parents sought to inform themselves they gained more confidence about their 
decision to refer their child for help. Some parents were relieved to have a name for the 
illness. There was less guilt associated with parents who believed the cause of illness had 
a biological perspective. 1M, 3M, and 4M were relieved to be given a name for their 
child's symptomatic behavior. For 1M and 4M the situation made more sense in terms of 
explaining the behaviors.
4M had received conflicting information in the past regarding diagnoses, so it was 
a relief to finally have something make sense. She stated:
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....it's a relief to know that we have a name for it now. Before, oh like 
she's got oppositional defiant disorder then she had attention deficit 
disorder, now she supposedly doesn't have attention deficit disorder. You 
never knew what she actually had.
To have a name to explain his daughter's behavior, "shed more light on the 
subject," according to 4F. He did not find it a relief as the others did however. He 
explained:
I don't think there is such a thing as a relief, it's like okay, now we know 
what it is, now what do we do? There is no relief in sight because it doesn't 
go away. You've got to learn to live with it...
The parents in this study, struggled with the question, "Am I doing the right 
thing?" In particular parents were concerned they had not made the right decision 
regarding care for their child. Parents did not trust their own judgement nor did they trust 
the judgement of the professionals who would care for their child. They had to come to 
terms with the issue of allowing their child to assume responsibility for their own 
recovery in treatment and allowing the professionals to treat their child.
L e ttin g  G o. As parents continued to "come to terms" with their uncertainties they 
began the process of "letting go" in which they attempted to allow their child to take 
responsibility and ownership for recovery. The category of Letting Go was identified as 
one of the most difficult aspects of coming to terms with their adolescent's illness. Also, 
as parents put the illness into perspective, they allowed themselves to grieve the losses
50
they had experienced in association with the illnesses. Each parent progressed through 
this process in their own way and at their own pace.
Letting go did not mean that parents stopped caring for their child, it meant they 
recognized they could not "fix" their child. This category included statements in which 
parents realized they could not control their child, the outcome of their child's future was 
out of their hands. Four parent identified faith and religion as helpful in the process of 
"letting go." Other parents experienced anger, frustration, and helplessness in their 
attempts to let go. For some parents, their ability to let go was facilitated by their child's 
acceptance of the illness and the need for treatment.
Three families were concerned with their child's acceptance of the illnesses and 
saw this as a key factor in their recovery. 2F, 4M, and 6M reported that their adolescents 
were learning to accept their illnesses. 6M described her son's acceptance as a gradual 
process and as he became more comfortable, he was more accepting of the need for 
treatment. 2F described his son as, "beginning to work through feelings around his 
sexuality." 4M, as noted earlier kept herself thoroughly informed regarding her 
daughter's bipolar disorder. She was concerned that 4d was not accepting of her illness.
Seven of the ten parents identified letting their adolescent take responsibility for 
their life, including the choices they made as one of the most frustrating aspects of 
coming to terms with the illness. 3F described it as one of the hardest things he's ever 
had to do. He described:
Today, it's hard for me because I try to control him. I know from my own 
experience he's got to want it himself, that's his choice. I try to make it my
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choice and sometimes today I get resentful, angry, and I get frustrated. I 
want to chain him to the basement, keep him there until he's 18 and then 
say, "hey, it's your life."
He also had a difficult time separating his son's behavior from the disease. 3F 
continued, "I have to realize it's not our [son], it’s the diseases that's causing a lot of this 
and that's pretty hard to do."
The most difficult aspect of the treatment process for 5M was her struggle with 
the need to keep her daughter in constant sight at all times and worrying that she may use. 
She described, "...accepting that she was either going to use or not use, letting go of the 
vigil. ..but I felt a lot of guilt, a lot of guilt. How could this happen to my child?" Her 
way of dealing with the guilt was to be hypervigilant.
5F felt angry and frustrated because he trusted his daughter and he felt betrayed 
by her. This made it more difficult to let go. He explained:
...I was really pissed off at her tremendously because I did everything for 
her. Trusted her and got her stuff and did stuff she wanted. I did all the 
stuff a dad is supposed to do. It was kind of like, "you didn't keep your 
side of the bargain."
6M reported the process of letting go was difficult for her because she felt alone. 
Her husband was not supportive. 5M and 1M both felt frustrated that there was nothing 
they could do to help their daughters. 1M , 4F, 5F, and 6M were frustrated in their 
attempts to allow their child to make their own choices.
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It was common for parents to experience helplessness when their child struggled 
with something over which parents had no control. Parents realized that their child had to 
take responsibility for recovery.
Both 5F and 4F described feeling helpless. They felt there must be something 
they could do to make things better for their daughters. 4F struggled with his inability to 
control his daughter's illness, however he realized that she needed to control it herself, 
with the help of a physician. He described:
It's something that I can't make better for her. It's always been, "I can take 
care of you, I can help you." This is one time I can't help. She's got to 
help herself and the doctor's got to help.
1M also described feeling helpless watching her daughter go through her 
struggles. This was especially difficult because she herself had gone through similar 
struggles in dealing with her own addictive behavior.
3M prepared herself for the worst. Letting go seemed most difficult for 6M 
because she felt she did not to have a choice in the matter. She was not allowed the 
opportunity to let go on her own since the Juvenile Court system took parental custody 
and placed him out of the home. She felt she was not able to give up that which she felt 
she did not have.
Four of the parents reported that their faith assisted them to let go. 5M does not 
go to Church, however having faith has been helpful in terms of separating from the 
controlling part of it and letting go. Faith for 3M, helped her to get through this and gave 
her a sense that everything would be ok, even if her husband relapsed. She explained:
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...if he goes back to drinking, I'll be okay. It won't devastate me, it'll hurt, 
you know, and I'll grieve and all that but it won't devastate me like the last 
time. The last time I was almost suicidal. I won't be that way anymore.
I'm not alone because I have God and I know that he's there. I don't have 
to have a physical person. I can be alone with myself and be happy. I do 
enough things to keep me busy and I'll be alright.
For 3F, recovery was a process and God assisted him to let go. He felt that his 
son needed to experience a spiritual awakening, which could only happen through 
working the 12 steps. 3F thought this would take a long time and then 3s could learn to 
let go. 2M found that her faith gave her the strength she needed to trust that the treatment 
professional would care for her son.
In order to assist them in the letting go process, four of the parents developed an 
almost laissez-faire attitude that whatever happened, happened, and only their son or 
daughter had control over that process. Nothing the parents could do would ever change 
that. It served as a protective mechanism. 1M stated, "..she is going to do what she is 
going to do, and I can't change that, I can be there to support her."
G rieving . The category of Grieving merged out of the parent's discussion of 
feelings which included anger, guilt, helplessness, emptiness, despair, and sadness.
These feelings are a part of the grieving process. Parents experienced grief and sadness 
as a result of their child's illness. Some parents were in the process of grieving losses or 
were fearful of the possibility of loss to come. Parents described missing the opportunity
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to ever know their child due to the illness. Others were fearful they might lose their child 
to the illness in the future.
1M grieved the lost opportunity to get to know her daughter. She went through a 
period of detachment. This served as a defense mechanism to protect her from the pain. 
She explained:
I don't know her, I never had an opportunity. Well knowing who she is 
because there's always been something else in the way, whether it's the 
tourettes syndrome, bipolar, chemical dependency. There hasn't been a 
real opportunity to get to know her. There's some grief because she didn't 
have a normal childhood. I mean there wasn't anything predictable or 
normal about it.
Due to his own alcoholism 3F never experienced being a father. It was difficult 
for him to know how he was supposed to feel. The family sessions were particularly 
difficult for him due to the guilt, pain, and anger associated with not being there for his 
son. 3F described, "The more I [drank] the more distant I got from my family...I should 
have been at the PTA. I should have been at the football games and I wasn't..."
Parents were afraid that they might lose their child to the illness. One parent who 
lost custody of the child stated that she lost her and felt guilty, angry, and helpless. Even 
though care, custody and control of the child was transferred the state, she still believed 
as a mother, it was her responsibility to care for her son, not someone else. She said:
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...that was really hard. I kept saying, "I can't do this, I can't do this." It 
made me feel like I wanted to take him and just run away with him. When 
they actually have to stay there that's hard, to leave him there.
4M's daughter almost died at birth because she was born premature with a birth 
defect, and she did not want to experience that feeling again and she was afraid of losing 
her again. She described her fear of loss, "It's very hard, it's really hard considering that 
[she] is my baby. The last one I'll ever have and I almost lost her when she was born." 
4M was fearful that she would lose her daughter to drugs and alcohol, and she would risk 
her daughter's wrath rather than risk losing her life. She explained:
I didn't want to lose my daughter, to death, to drugs, to anything and I felt 
the only way I could keep her was to get her home. I would risk her hating 
me now to have her loving me tomorrow.
4M's strong religious background and faith allowed her to let go when her worst 
fear was of losing her daughter. She truly believed that God had a more important 
purpose for her daughter and this experience was in preparation for it. She described: 
Everything happens for a reason...when you have a lot of bad things 
coming against you that means that you must be heading for something 
really wonderful because otherwise the devil wouldn't be fighting you so 
hard to destroy you. I know [she] has something special some day down
the road because the devil wants to take her so bad.
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4M felt that she was losing her daughter to the hospital and she described this as: 
The hospitals and the disorder has her by one leg, and I have her by the 
other, and one of us has to let go, I know it's not going to be them, and I 
love her enough to let go. Some day I know she'll come back.
As parents grieved, they often blamed themselves and asked, "where did I go 
wrong?" Parents blamed themselves for poor parenting, genetics or family history of 
illness, and stressful life circumstances. Parents described feelings of anger taking the 
form of frustration and resentment.
Seven parents looked to their own parenting as a reason for their son or daughter's 
difficulties. "Where did I go wrong?" was the question posed by 1M, 3M, 3F, 4M, 5M, 
5F, and 6M. Each of these parents experienced guilt secondary to self-blame. 5M and 5F 
attributed their daughter's troubles to bad parenting and saw this as a reflection on them. 
When a parent blames him/herself for causing the behavior they may start to scrutinize all 
of their behavior for fear they will cause more damage. 5F "walked on eggshells" for fear 
that he would drive his daughter deeper into depression. He explained, "I was afraid of 
driving her deeper into the ground."
4M went through a process of initially questioning her parenting as a causative 
factor in her daughter's problems. She explained, "...when it first started, [I asked myself] 
what am I doing wrong? Am I being too harsh with her, am I being too lenient with her?" 
6M stated:
...we always blame ourselves because we tried to raise him really good.
Then to have one of your kids on drugs. I kind of figured one of my kids
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would end up that way anyway because my husband used to be an 
alcoholic. He hasn't drank for 16 years now but it's back in his family, too.
So I figured that one of them would probably end up doing that. I just 
never thought about drugs, about his doing drugs.
3M and 3F blamed themselves for their son's behaviors and wondered if it could 
be due to their parenting. 3F also felt that his own alcoholism was a factor in his son's 
predisposition to chemical dependency. He explained:
...there's a lot of guilt there too. I didn't hand him the beer, I didn't hand 
him the joint but...genetics, my behavior and stuff could have led him to 
that and so there's a lot of guilt there. Well, he's drinking because of me.
People try to say, "well you know you didn't make him drink," but then I 
understand what they're saying but it's easier for you to say because you 
don't have to deal with it.
3M and 3F also explained their son's alcohol and drug usage as a means of escape 
from the abuse of his father. "Did I bring it on?", is the question 1M posed to herself, 
referring to her own addiction and chaotic home environment. She described the guilt 
resulting from her inability to provide her daughter with a safe place to grow up. She 
explained:
During the time it was guilt. I think that what was difficult was the guilt 
because with my own chemical dependency, did I somehow bring this on?
Okay, and not having an environment that was safe for her when she was 
growing up, dependable and trusting...
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Every family blamed themselves for any stressful life circumstances and 
suggested that their son or daughter's problematic behavior was a response to these family 
difficulties. 1M explains that she and her husband were having marital discord and that 
all of the focus on Id may have delayed their inevitable divorce. She explained further:
I think this probably held us together because the focus was on [daughter] 
and we may have learned far sooner than nine years that we weren't 
compatible because probably six of those years was focused on her. That's 
what I believe, that it may have just delayed the inevitable until [she] was 
gone and there wasn't any focus on her...
5F and 5M reported that it was a hard year for their daughter with her mother 
being gone intermittently for the year due to work obligations. Also 5d had overheard a 
conversation between her parents regarding divorce. According to 5F, "...this caused 
some problems too." 6M reported marital discord with her husband and parent-child 
conflict between her two older sons (including 6s) and their father.
3F and 3M were in the process of separating and eventually 3M was going to 
divorce 3F due to his alcoholism. 3F and 3M also explained their son's using in direct 
response to 3F's abusive behavior. 3M explained:
Well his father is an alcoholic and about two years ago he hit bottom. He 
was verbally abusive to [our son] and [our son] was using at that time. He 
was drinking and I just assumed it was to escape from his dad.
4M and 4F initially, questioned their parenting as a possible cause of their 
daughter's behavior. Later they described their daughter's behavioral problems as
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originating in school. 4M explained that the first time they noticed something different in 
her daughters behavior was when 4d was 6. She noticed that 4d had become "defiant and 
spiteful" and 4M pulled her daughter out of school, blaming the teacher for teaching her, 
"how to hate." She explained, "...a child doesn't know how to hate. They are taught that. 
So I blamed the teacher, seriously because I've never seen her act that way...there isn't a 
problem at home, there's a problem [at school]." 4F believed her problem behavior 
started due to her involvement with peers and then progressed to her alcohol and drug 
usage.
Each parent went through a process in which they attempted to come to term with 
the illnesses. All of the parents began this process with a progression of awareness that 
there were problems or changes in their child's behavior. As parents sought help they 
questioned whether they were doing the right thing for their child. Parents described their 
efforts to let go and allow their child to accept responsibility for their own recovery, as 
one of the most difficult aspect of coming to terms. Finally, parents went through a 
grieving process which included feelings of anger, guilt, helplessness, emptiness, despair, 
and sadness.
Theme 2. Issues for Future of Adolescents. All of the ten parents identified 
issues regarding the future of their adolescents. This theme included two categories 
including Fear of Relapse and Elope for Progress. For the category Fear of Relapse 
parents feared that adolescents would start using after treatment and relapse. Parents 
shared their fears as well as recommendations for their son or daughter to remain 
abstinent from alcohol or drugs. In addition to fear of relapse parents also hoped that
60
their adolescent would succeed in their recovery. For the category for Hope for Progress 
parents described the progress their son or daughter had made and their hopes that 
recovery would continue.
F ea r  o f  R elapse . Each parent agreed their adolescent would need help with their 
recovery process the rest of their lives. Eight of the parents advised their son or daughter 
to attend support groups for both the chemical dependency and the mental illness.
Parents felt it beneficial to develop a supportive network that included a sponsor and 
nonusing friends. 6M believed that it would be difficult for her son to be in contact with 
his friends who still use drugs and alcohol. She explained:
We're anxious for him to come home, to go to school and be living with us 
but the only thing that makes me nervous is I want to make sure that he's 
strong enough, that he's going to be able to handle what is going to come 
up....He says that isn't going to bother him at all and then some of the 
people he drank with or did drugs with, they go to [same school]...
1M is concerned that 1 d is not on any medications at present since she is 
pregnant. 2M was scared that her son might use again and thought that he would benefit 
from the support of a sponsor. She explained:
I think he needs to continue going to the meetings. He did find a sponsor.
I don't know how close a relationship that would be. My hope is that he 
finds a sponsor and somebody we know and trust, because that's one of the 
things that still scares me is that he might start using again.
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2M wished that her son would speak to his sister regarding his concerns around 
being gay. She thought it might help him to accept his sexuality if he talked to his sister 
who had come to terms with her own sexuality as a lesbian. She stated:
I'm trying to encourage him to tell his sister because he asked us [parents] 
not to tell anybody. So we have not told [his sister] that part of it. She 
goes around and does a lot of speaking and I think she would be a great 
help to him in accepting that part in himself, if that's what he is and so I 
wish that he would talk to her....but that's got to come out at his own pace.
4M is concerned that her daughter doesn't seem to accept her mental illness. She 
also thought that talking to someone with similar issues would help 4d accept her bipolar 
disorder. 4M described, "I think [my daughter] is probably going to need help for the rest 
of her life. I think she's going to have to talk to other people that can relate to the same 
problems she has."
H o p e fo r  P rogress. Both 3M and 5F felt that their adolescent was happier when 
attending support groups and taking medication. 3M hoped that her son would be happy 
again. She stated:
That he be happy again. He hasn't been really happy in years. During the 
time he was in AA and he was on Prozac, he was happy again. He was 
back to being [himself], just hanging out with the family, joking, laughing, 
wanting to play cards because we're a big game family.
The other parents wanted their adolescent to be happy and healthy also. Parents 
discussed the progress their son or daughter had made thus far and hoped that there would
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be continued success in recovery. Although they had reservations regarding their 
adolescents ability to remain abstinent, they reported improvements in behavior. 6M 
sounded hopeful that her son was in the process of recovery, because 6d wanted to 
complete school, and was interested in helping the family financially by securing 
employment. 6M also received positive feedback from staff at the group home where her 
son was placed.
5F reported his daughter seemed happier on the surface, less moody, and was 
taking her medications. 5F was concerned however, that 5d continued to associate with a 
group of peers who still use. 4M stated that her daughter was taking her medications 
albeit sporadically. The process of getting her to take them, "and not cheat is a pain," 
according to 4M. 2F and 2M reported improved relationship with their son. According 
to the parents he was less seclusive and more talkative, although they are concerned about 
his change in attitude the past two weeks, they were optimistic that 2s would be 
successful in his attempts to deal with his chemical dependency, depression, and sexual 
identity.
3F described their situation as stressful. He stated, "it's like a black cloud hanging 
over our house... As family members continue to work their programs, sunlight is 
beginning to come through and things are becoming clearer and people are getting 
closer." 1M was pleased to report that Id had been clean and sober for two years, based 
on her daughter's report. 2M was pleased that her son seemed committed to making 
things work and was feeling good about himself for the first time. 5M thought her 
daughter was doing well with four months of abstinence. 5d was having difficulty
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separating from her using friends and the anger associated with her inability to use at 
times and not at others, as her friends did.
Parents described issues regarding the future of their child. Specifically, parents 
feared they might relapse and become depressed or manic or begin to use drugs or alcohol 
again. Parents recommended that their child attend support groups for both mental illness 
and chemical dependency and develop a supportive network to include a sponsor or 
confidante and non-using friends. Parents also described the progress their child had 
made and hoped for their continued recovery.
Theme 3. Perceptions of Treatment Experience. Parents shared their views of 
professionals and the treatment process from their own experiences. The parents 
perceived others and the help they offered in different ways. The categories of this theme 
were divided into Helpful/Not Helpful from the parent's perspective and then Advice to 
Parents.
Parents delineated what they found to be helpful and not helpful regarding their 
treatment experience. The category of Advice to Parents included suggestions to other 
parents who were faced with similar circumstances.
H elp fu l/N o t H elp fu l. Every parent's perceptions of treatment efforts were 
essentially similar to each other with some variations. The parents described what they 
perceived to be helpful, and not helpful, and offered suggestions for professionals. All of 
the families, except 1M and Id, received treatment at the same facility.
5F and 5M were thoroughly satisfied with the treatment they and their daughter 
received. They did not have any suggestions for improvement in care. According to 5M,
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the entire family benefitted from treatment and improved their communication with each 
other. She explained:
I always thought I communicated pretty well with her but we didn't. We 
communicated well about things that weren't too sensitive and I realized 
that as we started treatment I wasn't bringing up a lot of issues that I didn't 
want to talk about.
5F concurred with his wife's sentiments regarding satisfaction with treatment and 
added that, aftercare, particularly the parent group, alleviated the guilt he was 
experiencing. He stated:
...there's a tremendous amount of guilt in the sense that your kid is this big 
screw up, has all these problems, and it must be because you're a bad 
parent. But hearing the fact that other families have the same difficulties 
has been really good...
Other parents including 3F and 3M found family group to be most helpful. 3M 
stated that it assisted him to break through his defenses and find connectedness with other 
parents. He stated:
Family day is most helpful because it's breaking down the barriers and 
listening to all the other families having the same problem. Maybe not 
exactly the same, but all the same symptoms and it's easier to know that it
is a child thing.
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2M stated that she was, "satisfied with what has been done." 2F felt that the 
licensed addiction counselor who facilitated family group was the most informative 
during the treatment process.
1M described the counseling and treatment that her daughter received in [another 
state] to be helpful for her daughter. She explained, "I think that was a good support for 
her, because...she [still] talks about [treatment as positive].... so it's not a complete wash." 
6M found treatment to be only partially helpful and added that it was difficult for her to 
take off work to attend family day.
2F and 2M both had suggestions for future improvement. They thought that it 
would have been helpful to address the sexual abuse, sexual identity, and depression 
issues along with the chemical dependency. 2F stated:
...the one thing would be to be working on both issues... maybe it doesn't 
work, but it seemed like as far as the depression, things were put on hold 
until he got through treatment. I think there were a lot of issues that [he] 
was concerned about that were just left hanging...I would encourage 
[addressing issues] much earlier [in the] process.
A general concern, not directed at the treatment facility, was that their son not 
receive treatment from a counselor who is homophobic.
4M and 4F had recommendations for future treatment of dually diagnosed 
adolescents. Both felt that more emphasis should be placed on the mental illness aspect.
4F explained:
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In my opinion they dwell too much on this chemical dependency/alcohol 
and not so much on actually being bipolar. I think it was the bipolar that 
initiated the chemical dependency, the alcohol and drugs. That's all part of 
one. If you deal with the bipolar the other two would probably be taken 
care of.
4F, based on his reading and understanding of bipolar disorder, believed the mental 
illness was the primary illness.
4M felt she was ignored when she tried to tell the treatment professionals that her 
daughter's primary illness was bipolar and should be treated as such. She stated:
...he ignored everything that I told him from the beginning. I kept telling 
him it's not alcohol, it's not chemical as a dependency, it's a fix....But I am 
so sick of them trying to put her in AA and that might help but it's not 
chemical and alcohol, it's mental. It's a chemical imbalance in her brain.
Parents own philosophy of which came first, the mental illness or the chemical 
dependency, effected to some degree their view of treatment efforts. For instance, 
parents reported dissatisfaction if they believed that one diagnosis was primary and it was 
not treated as such.
Parents had their own hypotheses regarding which of the two illnesses, mental 
illness or chemical dependency, caused the other. 4M and 4F believed that their 
daughter's bipolar illness was their daughter's primary concern and that, if it was dealt 
with, the chemical dependency would disappear.
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3M tended to oscillate between two etiological explanations. On the one hand, 
she identified her son's depression as primary and once he controlled that then he would 
no longer seek mood altering substances because his mood would be level. She was 
satisfied with treatment since she believed her son had been treated for both illnesses: 
...his primary...the psych part taken care of because once he goes off those 
pills he will drop the rest [AA] and start back on the booze and 
stuff..Most people would reverse that but once he goes off those pills he 
will be right back out there and that's what he did last time. Until his body 
doesn't need that chemical, the AA or the NA, it doesn't matter how much 
he gets out of that. His body will be so low and so depressed that he's 
going to have to have something to bring it up and it won't matter if he 
gets into those programs...
3 M's other theory posited that 99% of chemically dependent people are depressed 
and that's what sets them off to use again. Therefore the process could be cyclical 
without an end or a beginning. Her hypothesis was confirmed when 3s discontinued his 
medications for depression and began to use shortly thereafter.
2F was not sure which disorder caused which. He wondered, "was my son 
depressed and tried to deal with it by self-medicating with drugs or, by using drugs, did 
he become more depressed." He did agree that both disorders should be dealt with 
simultaneously rather than first chemical dependency then mental illness. 2M seemed 
ambivalent regarding this issue and tried to convince herself that the chemical
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dependency was primary. However she thought both issues should be addressed in 
treatment. She explained:
...ok, so he's got the addiction, and the abuse and depression...and 
[counselor] constantly reminding me, "You have to take care of the 
addiction first." I understand that, I do. He has to get sober and then he'll 
start dealing with some of this other stuff I guess I keep telling myself to 
give it time. Maybe it's just me. I know he had to stop abusing first. I 
know that...
5M , 5F, and 6M did not have any particular thought regarding which caused 
which, however did feel that both issues should be addressed together. To their 
knowledge, the dual aspects of their son or daughter's illnesses were being addressed at 
the same time.
1M thought that chemical dependency could be a causative factor for illnesses 
such as oppositional defiant disorder and conduct disorder. It was her opinion that 
parent- child conflict will always be present until the adolescent takes responsibility. As 
soon as the child takes responsibility, "the diagnosis goes away."
If parents shared an understanding of the illness similar to the professionals, they 
tended to be satisfied with their treatment experience. Parents were less satisfied when 
their perceptions of the illness differed from the professionals view.
A d v ice  to  P aren ts. As a result of their experiences all parents had words of 
wisdom to offer to other parents faced with similar circumstances. 1M and 4M advised 
parents to become informed. 4M stated, "...find out everything you can on your own and
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not depend on a doctor to tell you. Learn yourself." 2F, 2M, 3M, and 6M encouraged 
parents to seek help and not be afraid to confront your son or daughter. 2F explained the 
importance of this:
Well I think if you've got concerns about your kid's behavior and the use 
of drugs, I think you need to confront them.... I guess if you really have 
concerns I wouldn't hesitate to [get a urine drug screen]. We trusted [our 
son] and were wrong, so if you've got good reasons to think about doing a 
drug screen I think that's important....if you've got concerns about how 
your child is doing talking about suicide or depression I think you need to 
make contact with....somebody.
1M, 2M, 3M, and 3F suggested developing support systems including support 
groups and recommended practicing "tough love." 3M urged:
Get in a support group. Tough love, that's real hard...for parents to be able 
to detach. When I look at him I look at [son] as my child, not as this user.
But when you're confronted constantly with this user it wears you down so 
bad, just get out of my sight, move, find your friends, go live with them, 
do whatever you got to do, just leave me alone.
1M recommended that parents take care of themselves because, "...whatever 
happens the chemical dependency will be there, the mental illness will be there." 4F 
advised parents to stick together. 5F urged parents to stop blaming themselves for their
adolescent's illness. 5F stated:
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Stop blaming yourself but look at your family dynamics with an open 
mind. Stop blaming yourself. Forgive your kid because you're not going 
to change it anyway. The one thing that [counselor] kept saying in group 
is that, "it's their life, it's their choices and that it's well beyond your 
control." Those are the things and don't give up on your kid, but you can't 
run their life for them to a large degree.
As a result of the treatment experience parents shared their perceptions of what 
they thought helpful and not helpful. Parents also offered advice to other parents in 
similar circumstances.
Summary
Three major themes evolved from the data: 1) coming to terms with the illness, 2) 
issues for future of adolescents, and 3) perceptions of treatment experience.
When a member of the family became mentally ill and chemically dependent, 
everyone in the family was effected. A pattern or process developed in which parents 
responded to the mental illness and chemical dependency. No family proceeds from one 
theme or phase to another in the same order and in fact there is no order. Rather parents 
progressed in and out of different phases.
Parents began a process of coming to terms with the illness as they gradually 
became increasingly aware that there were problems. Parents progressed through a 
pattern of awareness which included normalizing the adolescents behavior. As parents 
became overwhelmed with their child's behavior, they sought help. Help-seeking brought 
feelings of uncertainty in which parents asked themselves, "am I doing the right thing?"
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This uncertainty led parents to seek as much information as possible regarding their 
child's problems. With knowledge parents found some relief after learning that their 
child's illness had a name to describe and treat it. Parents reported that one of the most 
difficult aspects of treatment was to allow their child responsibility for their own wellness 
and the realization that they could not "fix" their child. This was described as "letting 
go." Parents experienced grief and sadness as a result of their child's illness. They also 
blamed themselves and questioned, "where did I go wrong?" Parents also described 
issues regarding the future of their child. These issues included fear of relapse and their 
hope for continued progress. Parents shared their perceptions of the treatment experience 
as to what was helpful and not helpful. Along with their description of what they found 
helpful and not, parents struggled to understand the illness and hypothesized whether one 
illness caused the other illness. Finally, parents advised parents in similar situations to 
seek help immediately and not blame themselves.
CHAPTER V
DISCUSSION
Summary
The purpose of this exploratory research was to examine parents' perceptions and 
experiences of having an adolescent with a dual diagnosis of mental illness and chemical 
dependency.
Each parent went through a process of coming to terms with the illness. This 
process in which parents attempted to make sense of and cope with their child's illness 
was different for each parent. Parents identified four phases or stages in which they 
began to come to terms with the illness. These phases included 1) awareness, 2) am I 
doing the right thing?, 3) letting go, and 4) grieving. These findings are also supported 
by the literature. Raymond, Slaby, and Lieb (1975) described a similar response pattern 
that begins with uneasiness as parents become aware of the illness, then proceed with a 
need for reassurance, moving to denial and minimizing, followed by anger, blame, guilt, 
and confusion, and finally acceptance of reality. Rollin (1984) described family's 
adjustment process to follow a pattern of shock, grief, denial, anxiety, anger, realization, 
retreat, depression, acknowledgment, and acceptance. No family proceeded from one 
phase to another in the same order and in fact there was no order. Instead parents evolved 
in and out of different phases.
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Parents went through a process in which they became increasingly aware of 
changed and/or problematic behavior of their child. Parents initially explained their 
child's behavior as a "normal" part of adolescence, since they did not want to believe their 
child had an illness. Parents described mood changes as, "something all teens have," "a 
typical kid with good days and bad days," or due to tiredness, premenstrual syndrome, 
and normal adolescence. Parents described feeling uncertain about how much of their 
child's isolative behavior was a need for independence. This phenomena is supported by 
Evans and Sullivan (1990) who posited that a common dilemma which both professionals 
and families face, is distinguishing "normal" adolescent behavior from abnormal 
behavioral difficulties. The determinant for seeking help were suicidal ideations or 
gestures.
Help-seeking brought feelings of ambivalence or uncertainty in which parents 
asked themselves, "am I doing the right thing?" Specifically, parents were uncertain 
whether the professionals could help their child and would their child accept the help, and 
would their relationship with their child remain intact. All of this uncertainty led parents 
to seek information regarding their child's illness and as a result parents became more 
confident in their dealings with professionals and with their decision to seek help. Some 
parents were relieved to learn their child's illness had a name to describe and treat it.
Parents described a process in which they attempted to let go. Parents described 
realizing that they could not control their child. This process is supported in the writings 
of Black (1982), Beattie (1987), and Woititz (1983) who refer to families of alcoholics as 
attempting to control that which is uncontrollable. Parents described feeling angry,
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frustrated, and helpless in their attempts to let go. Parents also described faith, religion, 
and their child's acceptance of the illness as helpful in the process of letting go.
Parents identified a grieving process in which they stated they felt angry, guilty, 
helpless, empty, despair, and sad. These are common feeling associated with grieving. 
Parents identified losses as missed opportunities to know their child, and anticipated 
future losses due to the possibility that they may lose their child as a result of the illness. 
They also blamed themselves and asked the question, "where did I go wrong?" Parents 
answered this question by blaming their parenting style or attributing it to genetics or 
stressful life circumstances. Parents expressed feeling angry, guilty, helpless, empty, 
despair, and sad.
Parents identified reaching a point in which they wondered about the future of 
their child. Parents described fearing that their child would become depressed or manic 
or start using after treatment and relapse. Parents also offered recommendations as to 
how their child could control their depression or mania and remain abstinent from alcohol 
or drugs. Parents suggestions included attending support groups, developing a supportive 
network to include a sponsor or confidante and non-using friends. Parents described the 
progress made by their child and expressed hope for continued progress. These findings 
are similar to the findings of McCubbin et al. (1983) who found that parents identified 
specific coping patterns to manage life when a child has a chronic illness. Three coping 
patterns included 1) maintaining an optimistic definition of the situation, 2) maintaining 
social support, and 3) understanding of the medical situation through communication
with other parents and professionals.
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An interesting finding that was not discussed in the literature is that parents 
reported satisfaction with the treatment experience if parent's understanding of the illness 
was similar to the professionals. As a result of the treatment experience parents identified 
aspects they perceived to be helpful and not helpful. Helpful things included: improved 
communication among family members, parent group, and family group. Things which 
were not helpful were issues left unaddressed, too much emphasis on chemical 
dependency, and not enough focus on both chemical dependency and mental illness 
simultaneously.
Finally, parents described the advice they would offer to other parents in similar 
circumstances. This advice included: become informed regarding the illness, confront 
the child if a problem is suspected, seek help immediately, develop support systems, 
practice "tough love," take care of yourself, and stop blaming yourself.
Contributions of the Research
Parents are contending with not one but two illnesses. Although, it is difficult 
enough when a child has chemical dependency or mental illness, it is even more difficult 
when a child has both of these. Furthermore each disorder is unique with a variety of 
causes, symptoms, and treatment. This increases the complexity of causes, symptoms, 
and treatment, which in turn impacts the family.
The findings of this research contribute to an increased understanding of how 
families perceive the impact of having a child with a dual diagnosis. The contributions 
include the identification of a process or stages that reflect parents' experiences with the 
course of the illness and their experiences with the system of care over time.
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The process described by parents appeared to have a beginning which was 
identified as an awareness of problematic behavior. However, the beginnings and 
endings of this process were not clearly defined and parents described moving in and out 
of various stages of the process. The process could be considered circular and repeating 
due to the unforseen variables of the future. For example, if an adolescent relapses, the 
parent may progress through the stages again, beginning with an awareness of relapse 
symptoms. However, parents might progress through the stages differently due to their 
previous experiences with the dual diagnoses.
The findings indicate that parents dealt with a multitude of unknowns and 
uncertainties throughout this process. Beginning with their first awareness of the child's 
problematic behaviors, parents were uncertain whether the behavior was problematic or 
"normal" adolescent behavior. Parents wanted to believe the best about their child and 
chose to normalize their behavior. Rather than pathologize parent's response as denial of 
the problem, this could be construed as hopeful. This could be considered harmful had 
the parents not sought help as the behavior worsened to the point of life threatening 
behavior. Parents did not ignore the worsening behavior, they sought help.
As parents sought help they were again faced with ambivalence and uncertainties, 
this time regarding the care system. Mainly parents were concerned for the welfare of 
their child and how they might act in their best interest. Parents were ambivalent 
regarding the professionals' abilities to help their child and wondered whether their child 
would accept help. Rather than label parents as resistant to treatment, they should be 
considered parents who are conscientious, caring, and concerned for the welfare of their
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child. Some parents who were ambivalent regarding the treatment process, sought to gain 
as much information as possible. This too, should be seen as a strength since parents are 
taking efforts to make well-informed decisions.
The findings indicate that the most difficult stage described by parents was letting 
go. This could be viewed as a normal parental response since parents wanted to protect 
their child from harm and pain, they felt helpless knowing that they could not make 
things better for their child who was depressed and addicted. Unfortunately, most of the 
literature labels this as enmeshment. Due to parents feelings of helplessness, they went 
through a grieving process. Parents blamed themselves, wondering what they did wrong.
Parents described their fear regarding what the future held for their child. They 
feared relapse, however they had become well-informed parents and offered their child 
suggestions as to how they might avoid relapse. Parents also had hope for the future of 
their child and described the progress their child had already made. Although some 
literature suggests it is unrealistic to be overly optimistic, they stress the importance of 
being aware of the potential for relapse. When parents are hopeful, the message of 
hopefulness is communicated to their child.
The findings of this research also indicate that if parents shared an understanding 
of the illness similar to the professional's, they tended to be satisfied with their treatment 
experience. Conversely, if parents did not share an understanding of the illness similar to 
the professionals, parents tended to be dissatisfied with their treatment experience.
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Limitations of the Research
A limitation of this research was the sample size and homogeneity. All parents 
were middle-class and white. One parent was Irish in combination with Native 
American, however did not consider him/herself to be representative of Native 
Americans. The homogeneity of this sample is also due to the purposive techniques. All 
participants were selected on the basis of specific criteria mainly, parents of a dually 
diagnosed adolescent recently having been or currently in treatment. However, selections 
were also based on availability and willingness to participate in the study. There is no 
claim to generalizability made that these families are a representative sample of all 
families with dually diagnosed adolescents.
Since this treatment facility was in transition from a chemical dependency 
treatment facility to combining with a psychiatric facility to form a dual facility, it is not 
representative of other dual treatment facilities . Also the treatment experiences are not 
representative of treatment experiences at other treatment facilities since all but one 
family received treatment at the same facility.
The sample size along with the homogeneous demographic characteristics of the 
sample, and the data collection techniques, prevents generalization to the larger 
population of parents with a dually diagnosed adolescent. It was not the intent of this 
study to produce generalizable results, but rather to provide findings which would serve 
as a foundation for future research projects and would also serve as a guideline for 
practice with parents who have dually diagnosed adolescents.
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The information was based on parent's self-report. Perceptions and interpretations 
change over time and may depend on where a person is at in the coping process with dual 
diagnosis. It is likely that responses may have been different if parents were interviewed 
at a later or earlier time in the stage of the illnesses.
Suggestions for Future Research
For future studies it may be useful to interview siblings along with the dually 
diagnosed adolescent in order to compare and contrast perceptions of each family 
member. O'Connell (1990) also supports this idea that the family affects and is affected 
by the dual disordered member, however, not all families, nor every member within the 
same family, experience the same perception, impact, or reaction. The impact is 
mediated by many variables which include: 1) severity of problem, 2) length of problem, 
3) behavior of the family member with the dual disorder, 4) the unique relationships 
between the dually diagnosed person and the family members, 5) the family member's 
unique perception, 6) offsetting factors, 7) for children, how the parents function.
Future studies may wish to make comparisons of families with different 
psychiatric diagnoses thus controlling for severity of problem. For instance, interviewing 
families with schizophrenia or bipolar as the representative mental illness, making 
comparisons between families' experiences by controlling for the mental illness. It would 
be of interest to conduct future studies by varying the length of problem, for instance 
families who have had problem for two years compared to families of five years. 
Comparisons could also be made between families with a mood disorder versus a
behavioral disorder.
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Since this treatment facility was in the process of combining to form a dual 
diagnosis facility, future studies may want to include dual treatment facilities which have 
been in operation for a number of years.
Implications for Social Work
The findings of this study indicate that families are impacted by the dual 
diagnosed family member, therefore social workers need to work with the entire family in 
order to gain a comprehensive understanding of the family's experience with a dually 
diagnosed adolescent. Social workers need to be trained in family therapy since the 
family influences and is influenced by the dually diagnosed adolescent. We already 
know this from previous studies dealing with chemically dependents and their families.
It is important for social workers to understand various stages of family coping 
responses to mental illness and chemical dependency in order to be able to provide 
adequate support and treatment to the entire family. For instance, social workers should 
be aware that families have a difficult time trusting treatment professionals and take the 
time to discuss their concerns with them. Social workers should be prepared to assist 
families in dealing with their feelings of guilt around help-seeking. Recognizing that 
parents feel uncertain regarding the decision to seek help and addressing the issues related 
to help-seeking and the treatment process can help alleviate some of parents' concerns.
The findings indicated that "letting go" was one of the most difficult tasks for 
parents. Assisting parents with the "letting go" process in attempts to come to terms with 
the illness is an important part of the treatment process. Supportively reassuring parents 
that letting go does not mean parents do not care, rather it means that parents can not go
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through treatment for them. This reassurance will help parents move through the process 
of coming to terms. Three of the parents identified faith and religion as helpful in 
facilitating "letting go." Discussing parents beliefs is an important part of therapy. Also 
helping parents to accept the losses they have experienced through discussion of them 
will assist parents in the grieving process.
Social workers need to discuss the possibility of relapse in order to make parents 
aware and help them to feel more prepared should relapse occur. Parents will feel more 
confident knowing what the relapse indicators are and steps that their child can take to 
avoid relapse. They also need to know that although they cannot do these things for their 
child, they can be supportive.
Parents identified support groups as helpful in dealing with their circumstances. 
By encouraging parents to attend support groups social workers are providing parents 
with an opportunity to address various issues parents face and also help parents to feel 
connected with other parents.
It is important for social workers to understand that parent satisfaction is 
correlated to a shared understanding among professionals and parents of the illnesses. 
Social workers can provide information regarding the varying philosophies and etiologies 
and develop psychoeducational approaches. Since this disunity and diversity among 
professions may produce credibility problems and parents may lose confidence in the 
professionals, it may also be helpful to convey to parents at the outset that even though 
there is not one simple explanation, professionals are aware of the differing philosophies.
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Parents should be encouraged to find a facility that shares parent's understanding of 
treatment and diagnosis.
The findings of this research suggest that future treatment approaches need to be 
focused on both chemical dependency and mental illness. Since each illness may 
complicate or even mask symptoms of the other illness, social workers need to have a 
working knowledge and crosstraining in both the chemical dependency and mental illness 
fields. Even government has separate departments for mental health and for drug and 
alcohol matters. Dual or combined training programs along with legislative changes are 
needed.
Most importantly, the success in working with families will depend upon the 
degree to which professionals are able to understand the family experience from a family 
perspective and to meet the needs that families identify.
MEMO TO INFORM STAFF OF RESEARCH
TO: Psych/Cd Staff
FROM: Lisa R. Warner
RE: Research
DATE: November 1, 1994
I will be conducting an exploratory study around dual diagnosis. The purpose of the 
study is to learn more about family members' perceptions when dealing with issues of 
having a family member who has a dual diagnosis of chemical dependency coupled with 
a psychiatric disorder.
I will be interviewing the parents of patients who have been or are presently in treatment. 
Interviews will not be with the diagnosed member in care. Patients will be asked to sign 
a consent form allowing permission for me to view their records and interview their 
parents. This researcher will be exploring "what it's like" for them, coping mechanisms, 
and their view of treatment efforts.
This study may help to provide more effective services to other families in similar 
situations in the future. This study should not inconvenience you as treatment providers 
or the treatment and services of patient and family. Thank you for your cooperation.
84
PARENT CONSENT TO PARTICIPATE IN THE STUDY OF PARENT'S 
PERCEPTIONS WHEN A FAMILY MEMBER HAS BEEN DUALLY
DIAGNOSED
I agree to participate in a study being conducted by Lisa Warner, a graduate 
student in the Department of Social Work, at the University of North Dakota, Grand 
Forks. The purpose of the study is to learn about parents' perceptions when dealing with 
issues of having a family member who has a dual diagnosis. This study may help provide 
more effective services to other families in similar situations in the future. I agree to be 
interviewed one or two times by Lisa Warner.
Participation in the study is voluntary. I can refuse to answer any question and I 
can stop the interview at any time. I understand that the interviews will be audio-taped 
and the tapes will be destroyed when the study is finished.
Any information I give will not be identified with my name. Some of what I say 
may be of interest to other families, social workers, and agencies, and direct quotes from 
the interviews may be used. No identifying information will be used with the quotes.
I also give (treatment center) permission to allow Lisa Warner to review the 
records.
I understand that if I withdraw from the study at any time, the services which my 
family and I receive from the agency will not be affected. I understand that the 
information gathered from the family interviews and case records will be used for the 
study only.
As this study may be of interest to myself and my family, the findings may be 
shared with us, if so desired.
I understand that if I have further questions re: this study, I can contact Lisa 
Warner at xxx-xxxx.
I have received a copy of the consent forms.
Date Parent's Signature Parent's Signature
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PATIENT CONSENT TO PARTICIPATE IN STUDY OF PARENTS' 
PERCEPTIONS WHEN A FAMILY MEMBER HAS BEEN DUALLY
DIAGNOSED
I know that Lisa Warner is conducting a study regarding what it is like for parents 
to have an adolescent with a dual diagnosis. I know that she is talking to my parents 
about the study. The purpose of the study is to learn "what it's like" to have a family 
member who is dually diagnosed.
This study may help to provide more effective services to other families in similar 
situations in the future.
I acknowledge that my records may be reviewed by Lisa. Any information will 
not be identified with my name. I understand that the information gathered from the 
family interviews and case records will be used for the study only.
As this study may be of interest to myself and my family, the findings may be 
shared with us, if so desired.
I understand that if I have further questions about this study, I can contact Lisa 
Warner at xxx-xxxx.
I received a copy of the consent form.
Date Patient’s Signature
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PARENT INTERVIEW SCHEDULE
1. Can you tell me what has it been like for you after learning that your son/daughter had 
chemical dependency coupled with mental illness?
Probes:
When did the problems start?
How did he/she come to be diagnosed (and dually)?
How were you told about the diagnoses?
Did you tell the other children?
How do you think they reacted?
How did you react? (spouse)
Who talked to you about the diagnoses?
Who agreed/disagreed with the diagnoses?
How was life different in this family before/after the diagnoses?
What was it like after learning that there was not just one problem, but two?
2. What's most difficult for you in dealing with this?
Probes:
How have you been able to hold it all together?
How do other members of the family deal with the stress?
Who handles it the best?
3. What or who has been the most helpful/not helpful to you?
Probes:
Talk about supports.
4. How has treatment been helpful/not helpful for you and your child?
Probes:
What kind of help might your child need after returning home?
5. What advice would you give to other parents facing the same situation as you?
Probes:
How can family and friends best help you now?
How do you think people who care for your child can make things a little easier for 
other families in the same situation?
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